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HEAD masses without definite 
2. An adenomatous arrangement suggesting glan- 

J. it 3. An alveolar formation in which alveoli of vary- 
ing sizes gre found. Many of these alveoli may be 

This article is based upon sixteen typical mixed formed by the dilatation of the duct-like structures 
tumors and nine atypical tumors of the parotid or mentioned. They are sometimes empty and some- 
submaxillary glands which were removed at St. times contain a homogeneous material which stains 
Mary’s Hospital, London, in the period from 1912 to very intensely with eosin or picric acid. In some 
1923. instances they contain mucin. 

The typical mixed tumors show two main types of 4. A type of tissue which appears to consist of 
tissue: (1) that in which the cells are abundant _ interlacing double columns of cells which have split 
and lie closely packed together and stroma is very down the middle of the columns. This appearance is 
scanty or almost non-existent, and (2) that in which produced by papilliferous ingrowths into dilated 
there is considerable stroma and the cellular elements _ alveoli or by irregular compression of alveoli. 
are widely scattered and lie singly or in small groups. The nine atypical tumors were omitted from the 

When there is much parenchyma and little stroma, first group because of the absence of large areas of 
the cells, being closely packed together, show very mucin containing scattered cells which by secondary 
indefinite outlines. Their nuclei are large and round _ changes give rise to the so-called cartilage. The one 
or oval, and show distinct nuclear markings and resemblance of these tumors to the others was their 
often a well-marked nucleolus. Whenthereisabund- undoubted epithelial origin. They differed from the 
ant stroma, the scattered cells show a tendency to typical tumors and from each other in their degree 
become triangular or spindle shaped and the nuclei of malignancy and the extent of their secondary 
generally lose their regular shape and clear markifgs. changes. 

The stroma consists of two distinct parts—one,a . The author draws the following conclusions: 
network of fine fibrillar connective tissue, and the 1. The so-called mixed tumors of the salivary 
other, a substance closely resembling mucin and _ glands are not in reality mixed, but entirely epithelial 
staining with Mayer’s mucicarmine. The latter sub- in origin. In most cases they are derived from the 
stance varies in its appearance, in places having a ducts of the gland, but occasionally they arise from 
definite fibrillar structure, when it stains intensely the secreting cells. 
with mucicarmine, and in other places being quite 2. The mucinous material which is such a prom- 
homogeneous in appearance, not unlike the matrix of inent feature of most of these tumors is a true secre- 
cartilage. Where the mucinous stroma is homogene- tion of mucin by the tumor cells which is only an 
ous the cells occasionally seem to lie free within exaggeration of a normal function of the gland cells. 
small circular vacuoles in the stroma, and around the 3. The tumors do not contain cartilage. In the sub- 
periphery of these vacuoles there is usually some stance which has been described as cartilage, the 
condensation of the mucinous material leading to the matrix is formed by a change in the mucin of the 
formation of a more deeply staining ring. In these tumor whereby it loses its fibrillar appearance and 
areas the appearance is scarcely distinguishable from _its power of staining deeply with mucicarmine. The 


that of a matrix of cartilage. cells are epithelial cells. 
In the arrangement of the cells four variations 4. Some of the tumors show varying degrees of 
have been noted: malignancy. There is no definite dividing line 
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between the benign and malignant, and some of the 
more malignant growths may show many of the 
features typical of the benign type of tumor. 

J. Epwin Kirkpatrick, M.D. 


EYE 


Pines, N.: Arterial Hypertension and Retinal 
Changes. Brit. J. Ophth., 1927, xi, 480. 

Pines discusses arterial hypertension and retinal 
changes from the viewpoint of the general practition- 
er. He reports the findings of examinations he made 
for arteriosclerosis of the retinal vessels in the cases 
of patients who consulted him with regard to dis- 
orders having nothing to do with their visual organs 
nor with hypertension. The obiect of these examina- 
tions was to study the different stages of the patho- 

-logical process. He was unable to carry out such a 
complete investigation as is possible in the cases of 
hospital patients. He examined the urine only for 
sugar and albumin and called it normal if albumin 
and sugar were absent and the specific gravity was 
normal. He did not determine the quantity of urine 
excreted in 24 hours, make tests of kidney efficiency 
or Wassermann tests, or examine the sediment of the 
urine microscopically. When examining the eye he 
noted only the objective signs and changes as shown 
by the electric ophthalmoscope. He seldom used a 
mydriatic. He did not measure the visual acuity nor 
study the field of vision or the sense of color. 

He admits that these are all very serious omissions 
from the scientific point of view, but it was necessary 
for him to carry out his investigation in the very 
simplest manner because of the impossibility of per- 
forming all of the highly technical tests and because it 
was his conviction that simple observation and careful 
attention will always bring forth some valuable result. 

When he determined the blood pressure the patient 
sat with the elbow approximately on the same level 
as the apex of the heart. Each patient was examined 
at least twice at different times. 

It was usually necessary to rely entirely on the 
electric opthalmoscope, the sphygmomanometer, and 
the routine examination of the urine which can be 
made with ease by the general practitioner. 

The arteries were seldom paipated. This was not 
because Pines underestimated the value of palpation, 
but because he believed it very difficult to determine 
by this means whether the hardness in arterial 
hypertension was due to arteriosclerotic changes or 
tonic contraction of the muscular tunica media. The 
arteriosclerosis of the clinician is different from the 
arteriosclerosis of the pathological anatomist. The 
pathological anatomist means by this term sclerosis 
of the tunica intima which corresponds to the 
“atherosclerosis” of Marchand and the ‘“angio- 
sclerosis” of English authorities, the ultimate form 
of which is atheromatosis. 

From his examinations, Pines draws the following 
conclusions: 

1. Sclerosis of the retinal vessels is recognized 
first of all from the loss of translucency of the 
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vascular wall. Other signs develop later. In a normal 


person this sclerosis may not begin until very late, 


and even in advanced age, when the vessels of other 
parts of the body are affected by arteriosclerosis, it 
may not be present if the blood pressure is normal. 

2. The same toxin which is the cause of essential 
hyperpiesis quickly develops arteriosclerotic changes 
in the retinal vessels even at an early age if the 
arterial hypertension continues long enough. Its 
action may then cease and clinically the general 
vascular system may recover completely, but the 
arteriosclerotic changes in the retinal vessels remain 
permanently. 

3. There is some reason to believe that the toxin 
of essential hyperpiesis is pre-renal in origin, but 
renal retinitis and arteriosclerotic retinitis are proba- 
bly caused by different toxins. It is probable that 
there is some intimate connection (endocrine?) 
between the state of the retina and activity of the 
kidney. Leste L. McCoy, M.D. 


EAR 


Williamson, G. S., Richards, E. H., and Others: 
Discussion on Progressive Middle-Ear Deafness. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1843. 


From a study of chronic middle ear deafness 
Williamson reached the conclusion that deafness 
with nervous tachycardia and deformity of the nose 
has its onset in childhood and is not associated with 
disease. He emphasizes that a test for auditory 
acuity as distinct from deafness is urgently needed. 

Richards concluded from a study of hearing in ten 
cases that the Gelle and Weber tests are difficult to 
interpret and unreliable. 

James C. BrRaAsweE Lt, M.D. 


Arnoult, N.: The Lymphatics of the Ear (Contri- 
bution 4 l’étude des lymphatiques de l’appareil 
auditif). Arch. internat. de laryngol., 1927, xxxiii, 696. 


The lymphatics of the external ear drain into the 
parotid glands, the mastoid glands, and the sub- 
sternomastoid glands. Those of the external auditory 
meatus and the outer surface of the tympanic mem- 
brane drain into the superior subaponeurotic parotid 
glands, the deep parotid glands, the inferior parotid, 
and the subdigastric glands. The lymphatics of the 
cutaneous layer of the inner surface of the tympanic 
membrane empty into those of the external auditory 
meatus. In the fibrous layer some lymphatic vessels 
surround the handle of the hammer. In the mucous 
layer there is a network of lymphatics connecting 
those of the tube with those of the external auditory 
meatus through the tympanic membrane. The 
author was unable to inject any lymphatic vessels 
in the tympanic cavity. 

There are four lymphatic tracts passing from the 
mucous membrane of the eustachian tube. One of 
them empties into the substernomastoid glands, 
either directly or after being arrested temporarily 
in the retropharyngeal gland. Another, which exists 
in most cases, follows the ascending palatine and 
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empties into the subdigastric glands. A third, which 
also exists in most subjects, passes directly through 
the retrostyloid space to the subdigastric glands. 
The fourth not infrequently empties into the parotid 
glands through the tympanic network and the 
lymphatic vessels along the external auditory 
meatus. There are no lymphatic vessels in the 
internal ear. The perilymphatic and endolymphatic 
spaces and fluids take their place. The perilymphatic 
space communicates with the subarachnoid spaces 
through the aqueduct of the vestibule in the space 
which separates the endolymphatic sac from the 
bone canal, through the nerve sheaths, and probably 
through the aqueduct of the cochlea. The endolym- 
phatic space apparently does not have any com- 
munication with the subarachnoid spaces. 
Inflammations and tumors of the pavilion may 
cause involvement of the parotid, mastoid, or sub- 
sternomastoid glands. In malignant tumors of the 
pavilion, these three groups of glands should be 
removed. As the external auditory meatus and tym- 
panum do not send any lymphatics to the mastoid 
group, a painful, swollen mastoid gland cannot be 
considered a sign of otitis media or external otitis 
limited to the meatus; it indicates only an infection 
of the helix, the antihelix, or the navicular fossa. 
There is a lymphatic tract which starts from the 
pavilion of the tube, passes along the tube to the 
tympanic membrane, traverses the tympanum, 
follows the external auditory canal, and may reach 
the parotid glands. This explains the phlycten- 
ule of the epidermal layer of the tympanic mem- 
brane and the external auditory canal often seen in 
the course of suppurative or non-suppurative otitis. 
In acute otitis media the course of the lymphatics 
explains both the painful and swollen pre-auricular 
glands and infection and suppuration of the retro- 
pharyngeal glands. The connection of the perilym- 
phatic spaces with the subarachnoid spaces described 
explains how bacteria from the internal ear may 
invade the arachnoid directly. 
Aubrey G. Morcan, M.D. 


Horne, J.: The Formation of a Circumscribed In- 
tradural Abscess at the Site of the Saccus 
Endolymphaticus. Proc. Roy. Soc. Med., Lond., 
1927, xx, 1868. 

The author reports two cases of circumscribed 
intradural abscess at the site of the saccus endo- 
lymphaticus. This lesion is rare. Horne found only 
two cases reported in a period of nearly thirty years. 
Such abscesses may be treated surgically. 

James C. Braswett, M.D. 


Portmann, G.: Vertigo: Surgical Treatment by 
Opening the Saccus Endolymphaticus. Arch. 
Otolaryngol., 1927, vi, 309. 

Portmann reports the practical results of his 
research on the saccus endolymphaticus which was 
carried out over a period of eight years. 

The saccus lies in a space formed in the dura mater 
where it is divided into two layers. The normal func- 
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tion of the labyrinth is influenced by any change or 
modification of the tension of the cerebrospinal fluid. 
The increasing pressyre produced through the saccus 
endolymphaticus and the membranous labyrinth 
may provoke the Méniére syndrome, and the in- 
crease of intralabyrinthine pressure may have an 
endolabyrinthine cause. 

In glaucoma, the intra-ocular tension is relieved 
by puncture of the cornea. In some cases of “‘auric- 
ular glaucoma” with serous labyrinthitis it seems 
logical to make a decompression, particularly if 
medical treatment has failed. 

The operative technique and the surgical anatomy 
are described in detail. In the operation devised by 
Portmann the first step consists in reaching the 
fossa endolymphatica and localizing the saccus. 
The saccus is situated in the triangle formed by a 
line extending to the lower surface of the antrum 
above, the aqueductus fallopii in front, and the 
lateral sinus at the back. The surface of the mastoid 
is exposed and trephined at a lower level than that 
of the usual opening for mastoiditis. This square of 
approach aims to reach the lateral sinus without 
opening the antrum. After exposure of the bony 
wall of the sinus, the dura covering the posterior 
surface of the petrous bone is separated to a distance 
of 3 or 4mm. The bony region that represents the 
most outward part of the fossa endolymphatica is 
then removed, an exploratory puncture of the saccus 
is made, and paracentesis is done. The retro- 
auricular wound is sutured around a small gauze 
drain. W. M. Paton, M.D. 


NOSE AND SINUSES 


Guthrie, D., and Dott, N.: On the Occurrence of 
Brain Tissue within the Nose: the So-Called 
Nasal Glioma. Proc. Roy. Soc. Med., Lond., 1927, 
XX, 1740. 

A differentiation is made between normal glial 
tissue in the nose due to an embryonic rest and neo- 
plastic gliomatous tissue which has eroded through 
the cribriform plate. The authors report a case of 
erosion of the cribriform plate by a spongioblastic 
frontal glioma. The embryonic rests which form ence- 
phaloceles are not unusual, but this is the only case 
of the kind that they have been able to find on record. 

In cases of long-standing intracranial tension, 
cerebral hernia into the minute natural spaces of the 
dura are common. The authors believe that if these 
herniz become involved in a neoplastic process, the 
latter will almost certainly penetrate the dura and, 
by pressure, erode the cribriform plate into the nose. 

Eric OLpBERG, M.D. 


Rebattu, J., and Proby, H.: Experimental Ozzna 
(Ozéne experimental). Arch. internat. de laryngol., 
1927, Xxxili, 804. 

The authors report the case of a man forty years 
old who was wounded by a grenade and subsequently 
developed a unilateral atrophic rhinitis. The roent- 
gen picture suggested an injury of the sphenopala- 
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tine ganglion and the superior maxillary nerve. 
There was probably a deep injury of the sym- 
pathetic fibers of the ganglion and nerve. ‘This 
would explain the absence of the nasofacial reflex 
and the sensory disturbances since the spheno- 
palatine nerve, which is the sensory root of the 
ganglion, is closely connected with the superior 
maxillary nerve which also contains sensory fibers. 
The injury to the sympathetic was too deep to 
cause irritation and therefore caused trophic dis- 
turbances, the most striking of which was ozena. 
On bacteriological examination a pure culture of 
staphylococci was obtained. The rhinitis developed 
slowly and was not extreme. 

This case demonstrates that injury of the spheno- 
alatine ganglion causes atrophy, but bacterial 
infection is necessary for the development of atroph- 
ic rhinitis. The theory that ozena is caused by 
injury of the sympathetic and sphenopalatine gang- 
lion and the theory that it is caused by infection are 
not conflicting. Intense local vaccination for the 
infection and sympathetic and endocrine treatment 
bring about improvement and, in many cases, 
recovery. Auprey G. Morcan, M.D. 


Baranger, A.: The Treatment of Malignant Tu- 
mors of the Nasopharynx (Quelques réflexions au 
sujet du traitement des tumeurs malignes du naso- 
pharynx). Arch. internat. delaryngol., 1927, xxxiii, 827. 


Malignant tumors of the nasopharynx are very 
deep seated. Palliative remedies include the use of 
alcohol and adrenalin to decrease the size of the 
tumor, and the application of antiseptic compresses. 
The ideal treatment is complete removal into sound 
tissue, but even when such a neoplasm is approached 
by the lateronasal route its complete removal is 
practically impossible as it has generally extended 
beyond the nasopharyngeal cavity. The operation 
is therefore associated with the danger of causing 
dissemination. 

Coagulation by diathermy is only palliative. The 
best treatment is irradiation with roentgen or radium 
rays. In cases of definitely circumscribed tumors 
such as some fibrosarcomata and certain epithelio- 
mata without enlargement of the glands, good 
results ‘may be obtained with well-filtered gamma 
radium rays, which are more elective and more 
localized than the roentgen rays. These rays, how- 
ever, may cause necrosis of the bony walls of the 
cavity. In malignant tumors which are not definitely 
circumscribed only a palliative effect can be obtained. 
For such tumors the roentgen rays, which are less 
elective but also less localized than the gamma 
radium rays, should be used. In cases of lympho- 
sarcoma, both the tumor and the enlarged glands 
disappear quickly. While they recur later and the 
recurrences are more resistant to the rays, life may 
be considerably prolonged by the treatment. In 
cases of extensive epitheliomata the tumor may be 
decreased in size, but the recurrences are more 
resistant and the effects are not so good as in sar- 
coma. Auprey G. Morcan, M.D. 


Segura, V., and Zubizareta, H.: Recklinghausen’s 
Fibrous Osteitis of the Sphenoid and Ethmoid 
Sinuses (Ostéite fibreuse de Recklinghausen 4a |o- 
calisation ethmoidosphénoidale). Arch. internat. de 
laryngol., 1927, Xxxiil, 816. 


The patient whose case is reported was a woman 
thirty-six years old who had had difficulty in nasal 
respiration, especially on the left side, since the age 
of seventeen years. A turbinotomy was done, but 
after this operation the root of the nose slowly be- 
came deformed and swollen and there was swelling 
of the wall of the orbit. Anterior and posterior 
rhinoscopy showed a rough, hard tumor occupying 
the left nasal fossa. The tumor was totally extir- 
pated. It had occupied the greater part of the 
maxillary, sphenoid, and ethmoid sinuses. The re- 
sults of its removal were perfect. 

The specimen presented the typical picture of 


_Recklinghausen’s disease: abundant connective tis- 


sue with fine fibers poor in cells and vessels and 
containing only small fusiform and stellate cells; 
osteoclasts or giant cells in little groups in nests 
which they had hollowed out in the bone substance; 
bone trabeculz still calcareous or undergoing lacunar 
absorption; and young, newly formed trabecule 
without calcium. This case shows that in the local- 
ized form of Recklinghausen’s disease, radical oper- 
ation is the treatment of choice. In the generalized 
forms, only palliative treatment is possible. 
Auprey G. Morcan, M.D. 


MOUTH 
Berry, Sir J., Grey Turner, G., Addison, O. L., 
Veau, M. V., and Others: Discussion on the 
Treatment of Cleft Palate by Operation. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1887. 


Berry states that, for the best results, the cleft 
palate operation should be performed between the 
ages of eighteen months and three years. He does 
not favor closure of the soft palate at a relatively 
early age and closure of the hard palate later. When 
this is done, the scar tissue makes the secondary 
operation more difficult and the separation of the 
soft tissue from the posterior edge of the hard 
palate is much more arduous. The most important 
part of the cleft palate operation is the restoration 
of the soft palate. 

The important features of the lateral approxima- 
tion operation are discussed in detail. Gross defects 
of the teeth should be corrected before the opera- 
tion. The general health must be good. When, 
during the operation, the patient’s shoulders are 
well elevated and the head is thrown back, there is 
less tendency toward hemorrhage. Thorough sepa- 
ration of the soft tissues from the bony palate is of 
importance. Care must be exercised to avoid the 
posterior palatine artery. The lateral incision to 
relieve tension should be short except in cases of 
secondary operation for the closure of large holes 
in the hard palate. Berry uses deep tension stitches 
and protective rubber plates in place of the lateral 
incisions. 
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The postoperative care should be simple. The 
diet should consist of milk or a mixture of milk and 
water. Washes and sprays are not advisable. 

GREY TURNER reviews his personal experience, 
illustrating his report with drawings showing the 
condition in various cases and supplementing it 
with statistical tables. He favors the one-stage 
operation. He avoids free lateral incisions and uses 
short ones only when they are strictly needed. 
Dental treatment has proved a useful adjunct to 
operation. Speech training is most valuable when 
it is begun soon after the operation. 

Secondary operations, the postoperative care, and 
operations on adults are discussed. 

AppIsoN states that in his opinion the Langenbeck 
operation gives the best results. 

Veau describes the operation of muscular suture 
in detail. Total non-union occurred in only 2 per 
cent of the cases. 

Pitts discusses the cleft palate operation from 
the viewpoint of the dental surgeon. He believes 
that the Brophy operation causes considerable dis- 
tortion of the dental arch. From the standpoint of 
comfort, surgical treatment is much better than a 
prosthetic appliance. Both the flap method of Lane 
and the Langenbeck operation cause some distor- 
tion of the dental arch. There is often a marked 
discrepancy between the anatomical and functional 
result. Surgical and dental methods should be re- 
garded as complementary rather than antagonistic. 

Nitcu reports upon eighty-six cases which he 
divides into three groups according to the type of 
operation performed. 

MacManon discusses speech training. 

GILLIES, in discussing secondary operations, states 
that conditions for speech are at their worst when 
the soft palate is so far forward that it cannot be of 
aid in the closure of the oronasal passage. As a 
result of the approximation of the maxilla, the up- 
per lip and nose are situated too far back. Gillie 
suggests methods for the correction of these mal- 
formations. 

FuGGE states that the best age for the first op- 
eration is during the second or third month of life. 

Fry emphasizes the importance of a functional 
soft palate. If the hard palate can be closed with- 
out bringing the soft palate forward, this should be 
done. In other cases, a plate should be used to cor- 
rect the defect. 

Valuable contributions to the discussion are made 
also by GryDER, WARD, Hiccins, WARDELL, and 
BRopHY. W. M. Paton, M.D. 


Bunnell, S.: Cleft Palate Repair—the Cause of 
Failure in Infants and Its Prevention. Suwrg., 
Gynec. & Obst., 1927, xlv, 530. 


The main cause of failure in the repair of cleft 
palate, especially in infants, is the sucking action 
of the tongue. Before a method of preventing this 
suction action was devised, the palate often par- 
tially broke down in the first or second week fol- 
lowing its repair. ‘The break occurred in either the 


middle or the posterior half. It resulted in scarring, 
contracture, and the necessity for further operation, 
and when the palate was finally closed it was found 
to be short and unsatisfactory. 

The sucking power of infants averages 152 mm. 
Hg, while that of adults averages 440 mm. Hg. 
By the author’s method, closure of the palate is 
possible at a very early age. 

Soon after the infant’s birth the alveolar processes 
are aligned with-wires and plates. The lip is repaired 
when the infant is between two and four weeks of 
age. The alignment of the alveolar processes is a 
simple procedure, but the lip operation is associated 
with the danger of fatal hemorrhage, especially if 
there is malnutrition. To prevent such hemorrhage, 
the intravenous administration of 50 c.cm. of the 
mother’s blood is of value. The palate is closed in 
two stages from one to three months after the oper- 
ation on the lip. 

In the first stage, flaps approximating each other 
in the midline are elevated and then replaced for a 
week. Lateral freeing incisions are avoided if pos- 
sible and are never carried backward through the 
muscles and vessels of the soft palate. At the time 
of this operation a wax impression is made of the 
alveolar arch. 

During the interval of one week between the first 
and second stages of the operation a false palate of 
sheet silver is made in a dental laboratory. Wires 
are brought down and out from the lateral incisors 
and are later bent to fit the face. The silver is per- 
forated at numerous points. In the second stage of 
the operation, in which the palate is closed, a plaster 
cap with hooks is applied to the patient’s head, the 
false palate is put in the mouth against the upper 
alveolus, and the wires are brought out of the 
mouth back across the cheek, bent up around the 
hooks in the plaster cap, and then fastened with 
rubber bands so that the false palate will be held 
against the alveolus by gentle pressure. Plaster 
casts are put on the arms. 

After this procedure the mouth is kept clean and 
the false palate is cleaned once a day by lowering it 
a little. The patient is fed through a tube in the 
pharynx. The stitches are removed on the twelfth 
day under anesthesia, but the false palate is left 
in two days longer. James B. Brown, M.D. 


Fitzwilliams, D. C. L.: The Treatment of Cancer 
of the Tongue. Lancet, 1927, ccxiii, 907. 


Cancer of the tongue has a rapid growth and a 
poor prognosis. It commonly starts as a simple 
ulcer, fissure, or other benign lesion. Leukoplakia 
is a frequent precursor. The benign lesions should 
receive early and effective treatment. 

The spread of the cancer is downward into the 
lymphatics which run along the muscular fibers. 
The spread of the lesion is not apparent from the 
surface, but is extremely rapid. The early involve- 
ment of the neck glands is due to the active muscular 
contractions of the tongue driving the cancer cells 
along the lymph channels to the glands. 
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Operative treatment is most effective when the 
primary focus is removed first. The glands should be 
attacked later. In the primary operation, the initial 
anesthesia is maintained by means of a laryngotomy 
tube passed through a stab wound in the cricothyroid 
membrane. The tongue is controlled by stout silk 
threads passed through it. The mucous membrane is 
divided as far back as the anterior pillar of the fauces, 
and the styloglossus muscles are divided. The hypo- 
glossus muscle, put on the stretch by traction on the 
tongue, is divided, and the exposed lingual artery is 
ligated. Adequate mucous membrane flaps are fash- 
ioned, the growth is removed, and the flaps are sut- 
ured over the raw stump. Recovery is usually rapid. 

Two or three weeks later, the entire gland-bearing 
fascia at the side of the neck, together with the sub- 
maxillary gland and sternomastoid muscle, is re- 
moved. Preliminary to this dissection, the external 
carotid artery is divided between two ligatures. The 
glands must be carefully protected from injury. 

The primary growth can be attacked also with 
radium. The most effective method is the implanta- 
tion into the lesion of small platinum needles con- 
taining o.2 mgm. These should be left in for a week. 
In some cases a second dose may be necessary. The 
glands may be treated with radium implants or 
radium blocks, but this treatment is often followed 
by recurrence. Diathermy is usually to be con- 
demned on account of the resultant necrosis and 
sepsis, but in some cases it is invaluable. 

In the author’s opinion, the treatment he has out- 
lined is much superior to the methods in common 
use. W. M. Paton, M.D. 


NECK 


Dunhill, T. P.: Toxic Goiter: The Place of Sur- 
gery in Its Treatment. Brit. M.J., 1927, ii, 771. 

Murray, G. R.: Toxic Goiter: Indications for Sur- 
gical Treatment. Brit. M.J., 1927, ii, 774. 


DunuILL: Clinically, the two types of toxic goiter 
—primary and secondary—are sometimes indisting- 
uishable. 

They depend upon whether the toxicity has de- 
veloped in a previously normal or a previously 
diseased gland. The exciting cause may be a physical 
factor, such as a focal infection or iodine deficiency, 
or a psychic factor. In the cases of patients who 
are economically unable to undergo a prolonged 
rest cure and in cases with certain complications 
which do not respond favorably to medical treat- 
‘ ment—such as heart failure, persistent glycosuria, 
severe dropsy, and insanity—operation may be nec- 
essary regardless of the type of the goiter. 

Anesthesia may be induced with nitrous oxide 
and oxygen by the intratracheal method or by rectal 
ether. When the condition is complicated by myo- 
cardial failure, local anesthesia is superior to general 
anesthesia. Whenever feasible, the operation should 
be done in one stage. If this is impossible, the pa- 
tient should be informed of the fact before the first 
operation so that he will not be disappointed when 
the second operation is necessary. 


INTERNATIONAL ABSTRACT OF SURGERY 


Murray: Toxic goiters may be divided into two 
groups: (1) primary toxic goiter, including (a) sim- 
ple toxic goiter, and (b) exophthalmic goiter; and 
(2) secondary toxic goiter, including (a) simple 
secondary ‘toxic goiter, (b) toxic adenoma, and (c) 
secondary toxic goiter. 

Primary toxic goiter is usually amenable to medi- 
cal treatment unless complications develop. In pri- 
mary exophthalmic goiter, surgery should be in- 
stituted if six months of medical treatment fail to 
bring about improvement or if early signs of cardiac 
failure are noted. 

In secondary toxic goiter, medical treatment is 
apt to be discouraging; even if the toxicity subsides 
the goiter still remains. If three months of medical 
treatment fail to cause improvement, operation is 
indicated. 

In toxic adenoma, operation is usually advisable. 
Medical treatment may give some relief, but as 
a rule the improvement is of short duration. If 
operation is refused, X-ray treatment should be 
given. 

Secondary exophthalmic goiter is rare. In this 
condition, operation should be done as soon as the 
symptoms are well defined. Medical treatment is 
disappointing, and early myocardial failure is fre- 
quent. 

Toxic symptoms may develop when a cyst or an 
adenoma becomes infected. In such cases the toxex- 
mia subsides promptly when the pus is evacuated. 
F. S. Mopern, M.D. 


Eberts, E. M., and Fitzgerald, R. R.: Malignant 
Disease of the Thyroid Gland. Amn. Surg., 1927, 
Ixxxvi, 515. 


The authors review the literature on malignant 
disease of the thyroid gland since Wilson’s report in 
1921. Wilson added 290 cases to the 1,140 already 
reported and the authors have found in the literature 
available to them 432 cases reported since Wilson’s 
article. With 14 new cases reported from the Mont- 
real General Hospital, the total number of cases on 
record is 1,876. 

In the diagnosis of malignant thyroid the most 
difficult clinical differentiation is that between 
thyroid malignancy and chronic diffuse thyroiditis. 
In the latter there is a dense, uniformly hard swelling 
of moderate size which is usually unilateral at first 
but soon involves the entire gland. The surface of 
the gland remains smooth and the normal shape is 
retained. The patient shows an early waxy pallor 
(myxoedema). 

In the treatment of thyroid malignancy, little 
hope is offered by operation alone. Operation should 
be followed by radiation. Radium alone gives 
results which compare unfavorably with those ob- 
tained by other methods. 

Early operation is desirable. The best results are 
obtained in cases which are operated upon under 
suspicion of malignancy and in those in which the 
malignancy is first discovered at operation. 

Paut W. Sweet, M.D. 
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Portmann, U. V.: Radiation Therapy in Malignant 


Diseases of the Thyroid Gland. J. Am. M. Ass., 
1927, Ixxxix, 1131. 

The clinical diagnosis of malignant disease of the 
thyroid gland was difficult in at least half of the 
cases in the author’s series because small encapsu- 
lated neoplasms cannot be palpated. The most 
important clinical evidences of malignant degenera- 
tion are the sudden rapid growth of a pre-existing 
goiter and the recurrence of thyroid enlargement. 

When the growth has passed outside the gland 
capsule, as manifested by fixation of the tumor, in- 
volvement of the lymph ncdes, or metastases, the 
condition is inoperable. 

Of the author’s patients who were treated by 
operation alone, only 9 per cent were cured and 
only 18 per cent were living one year or longer after 
the operation. 

Supplementing operative treatment with irradia- 
tion brought about a distinct improvement in the 
results. Of the patients treated by operation and 


-roentgen-ray irradiation combined, 18.2. per cent 


were clinically cured and a like number are living 
and clinically well from four to five years after the 
treatment. This indicates the possibility of effecting 
a cure in 36.5 per cent of cases treated by the com- 
bined method. 

Of twenty-two patients treated by roentgen irra- 
diation alone, operation being impossible, 25 per 
cent are living from two to three years after the 
treatment, a fact suggesting that some of these 
neoplasms are susceptible to irradiation. 

Of all the patients, treated and untreated, 28.3 
per cent are living more than one year, and 14.4 
per cent, more than three years since they first 
came under observation. Of the patients who could 
be treated, 37.6 per cent are living more than one 
year, 18.8 are living more than three years, and 12.8 
per cent are living five or more years since treat- 
ment was instituted. 

It appears that the best results are obtained by 
operation followed by irradiation since 22.6 per 
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cent of the patients who have remained cured for 
five years and 36.6 per cent of those who have sur- 
vived for three yedrs were treated in this manner. 

The final results indicate the advisability of 
applying irradiation in every case of malignant 
disease of the thyroid gland. 

The explanation for this observation may lie in 
the fact that apparently the cellular structures of 
many malignant growths of the thyroid are sensitive 
to irradiation because of their fetal or embryonic 
origin, and because metastasis must take place 
through small blood vessels or lymphatics which 
are also comparatively susceptible to irradiation. 

: Howarp A. McKnicut, M.D. 


Clerf. L. H.: Laryngeal Complications of Irradia- 
tion. Arch. Otolaryngol., 1927, vi, 338. 


With regard to untoward effects of irradiation of 
the neck, Clerf discusses the problems of tissue sensi- 
tivity, individual susceptibility, cumulative effect, 
and filtration. In cases of recurring papillomata of 
the larynx in children, irradiation has no place. It 
does not cure such tumors nor inhibit their growth. 
The indiscriminate use of irradiation in cases of can- 
cer of the larynx is to be discouraged. In the treat- 
ment of operable laryngeal cancer the advice of both 
the surgeon and the radiologist must be taken into 
consideration. Howarp A. McKnicut, M.D. 


Litvak, S.: A Case in Which Skin Was Grafted in 
the Laryngeal Cavity by the Thiersch Method 
(Ein Fall von Hauttransplantation nach Thiersch 
in die Larynxhoehle). Vestnik chir. i pograniénych 
oblastej, 1926, viii, 176. 


This is a brief report of the successful grafting of 
skin in the laryngeal cavity by the Thiersch method. 
The patient was a nine-year-old girl who had been 
subjected to the Mangoldt operation for laryngeal 
stenosis. After excision of the scar a large mucous 
membrane defect was covered with the transplant. 
Recovery resulted in the course of a month. 

Autpov (Z). 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Grant, F. C.: Chronic Subdural Hematoma. Ann. 
Surg., 1927, \xxxvi, 485. 


Grant reports three cases of chronic subdural 
hematoma to show how comparatively trivial trau- 
ma may result in serious intracranial conditions. 

Case 1 was that of a man of fifty-two years who 
fell down stairs and was dazed for a few moments 
after the accident but was not considered seriously 
injured and returned to work after ten days. A 
week later, headaches developed and were followed 
by mental impairment, ataxia, irritability, aphasia, 
and thickness of speech. Within six weeks after the 
injury the patient was totally incapacitated. 

Examination revealed disorientation, sensory 
aphasia, semi-stupor, blurring of the optic disks, 
overfilling of the retinal vessels, a right lateral 
homonomous hemianopsia, and a partial right hemi- 
plegia. 

Roentgenograms of the skull showed a fracture 
of the left temporoparieto-occipital region. When 
an osteoplastic flap was turned over this area, an 
old, extensive, subdural blood clot was found. Fol- 
lowing the removal of the clot the patient recovered 
and returned to his work after three weeks. 

Case 2 was that of a woman of sixty-seven years 
who fell from a ladder, striking the left occiput on 
the pavement. It was not known whether she was 
rendered unconscious or not. She worked the next 
day, but on the second day after the injury she 
developed headaches and dizziness. These symp- 
toms persisted, but she continued with her work for 
a month. At the end of that time it was noted that 
she had a right facial palsy and was deaf. About 
six weeks after the fall she began to vomit, became 
stuporous, and developed speech defects. 

Examination revealed profound stupor, motor 
aphasia, photophobia, and a complete right hemi- 
plegia. The knee jerk was reduced on the right side 
and increased on the left side. On the left side there 
was a positive Babinski reaction. Roentgenograms 
of the skull were negative for fracture. Lumbar 
puncture showed a clear fluid under normal pres- 
sure. The Queckenstedt test showed a normal rise. 

Conservative treatment was decided upon at first, 
but later in the day, operation was performed be- 
cause the pulse slowed down to 60. As in Case 1, 
a large organized blood clot was found and removed. 
The patient recovered after the operation and was 
still well three years later. 

Case 3 was that of a man forty-three years of age 
who was knocked down and battered by heavy 
waves while bathing in the surf. He was slightly 
dizzy after the accident and in an hour developed 
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a severe bitemporal headache. During the next hour 
his vision became blurred, and finally his left eye 
became blind and there was marked loss of vision 
in the right eye. By the next morning, however, 
his sight had returned and after a week he resumed 
his work with only some headache and mental dull- 
ness as sequele of the injury. About three weeks 
after the injury, following severe mental strain, he 
developed motor aphasia and a semi-stupor. Con- 
vulsions then occurred in the right side of the face 
and the right arm and he soon became stuporous. 

The findings of the physical examination were 
about the same as those made in Cases 1 and 2, 
denoting a lesion in the left temporoparietal region. 
Exploration revealed a large clot covering the entire 
left side of the brain. Over 6 oz. of clot were re- 
moved. The dura was greatly thickened, whereas 
in Cases 1 and 2 it showed little change. Conva- 
lescence was stormy, but the patient went home five 
weeks after the operation and returned to work at 
the end of three months. Soon thereafter he had 
a jacksonian attack on the right side, but recovered 
in a few hours. Later he had a transient aphasia 
for an hour or so, but aside from being excitable, he 
seemed to be fairly normal. 

The pathology of chronic subdural hematoma is 
obscure. Virchow’s description in 1857 is still gen- 
erally accepted. The hemorrhage is strictly sub- 
dural, extra-arachnoid, and probably not a single 
massive hemorrhage but a slowly progressive extra- 
vasation from small vessels with more or less or- 
ganization alternating with fresh extensions of the 
bleeding. 

Cushing and Putnam have called attention to the 
fact that in the subdural clots of traumatic origin 
the area of the clot next to the dura is more dense 
than in clots of chronic inflammatory conditions and 
is composed of organizing granulation tissue with 
large mesothelium-lined spaces containing blood and 
fibrin which appear to anastomose with each other 
and with the capillaries. 

The clinical picture is similar, whatever the patho- 
logical changes. There is usually a fairly long latent 
interval followed by the slow development of signs 
of intracranial pressure and a rather abrupt onset of 
severe focal symptoms. Remissions are frequent. 

The treatment is the same in all cases, viz., im- 
mediate operation and removal of the clot. In some 
cases, decompression has been accomplished through 
a trephine opening and aspiration has been done 
with a brain trocar. At times it may be necessary to 
inspect the dura of the other side to rule out bilat- 
eral lesions. Postoperative cedema is sometimes pre- 
vented by drainage or the use of hypertonics during 
the critical period. On the whole, the end-results 
are satisfactory. Apert S. Crawrorp, M.D. 
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SPINAL CORD AND ITS COVERINGS 
Bernard, A., Hermange, M., and Delcour, J.: A 
Case of Medullary Compression by 
Tuberculous Cervical Pachymeningitis (Un cas 
de compression médullaire par pachyméningite cer- 
vicale tuberculeuse primitif). Bull. et mém. Soc. méd. 
d. hép. de Par., 1927, xviii, 1277. 

The authors report the case of a patient forty- 
eight years old who experienced two epileptiform 
attacks followed by the rapid development of a 
spastic paraplegia which later tended to become 
flaccid. Lipiodol revealed obstruction between the 
sixth and seventh cervical vertebre. Laminectomy 
was done with resultant fatal syncope. 

Autopsy revealed a localized internal tuberculous 
pachymeningitis with syringomyelitic cavities due 
to compression myelomalacia. The upper end of the 
lesion corresponded closely to the level of the ob- 
struction to the lipiodol and was somewhat higher 
than the upper limits of the sensory disturbance. 
In hypertrophic spinal pachymeningitis the upper 
limit of sensory disturbance may be misleading as 
it localizes only the area of medullary softening. 

Primary tuberculous pachymeningitis without 
involvement of the vertebre is rare. Not more than 
a dozen cases have been reported. As a rule the 
tuberculous nature of a pachymeningitis cannot be 
diagnosed clinically and may be suspected only 
when a syndrome of medullary compression and a 
hypertrophic cervical pachymeningitis appear in a 
non-syphilitic patient who presents visceral evidences 
of tuberculosis. Leo M. Zimerman, M.D. 


PERIPHERAL NERVES 


- Perera, A.: Anatomical Anomalies of the Phrenic 


Nerve and Their Influence on the Effects of 
Resection in Pulmonary Tuberculosis (Anoma- 
lias anatomicas del frenico y su influencia en las 
efectos de su reseccion por tuberculosis pulmonar). 
Prog. de la clin., Madrid, 1927, xv, 335. 


Section of the phrenic nerve results in paralysis 
and elevation of the diaphragm and limitation of 
respiratory activity on the side on which it is done. 
Its favorable effects upon healing are therefore simi- 
lar to those of thoracoplasty. 


The operation is rendered difficult chiefly by 
anatomical anomalies. In some cases it may be 
incomplete because of the presence of anomalous 
branches of the phrenic nerve, or its results may be 
interfered with by adhesions. Traction should be 
exerted on the nerve trunk and the section done at 
the lower extremity. The subclavian branch should 
be destroyed by dissection. A search should always 
be made for an accessory phrenic nerve. 

Contrary to the general belief, phrenicectomy is 
not followed by appreciable symptoms unless the 
filaments of the vagus have been injured. 

R. Meeker, M.D. 


Desgouttes, L., and Denis, R.: Delayed Paralysis 
of the Ulnar Nerve Following Fractures of the 
External Condyle of the Humerus (Les paralysies 
tardives du cubital 4 la suite des fractures du 
condyle externe de l’humérus). Presse méd., Par., 
1927, xxxv, 868. 


The case reported was that of a girl of eighteen 
years who, in the course of a year, developed 
atrophy of the intrinsic muscles of the left hand. All 
movements of the hand were preserved, but strength 
was reduced and the hand felt clumsy. At the elbow 
there was a marked valgus angulation. 

A diagnosis of retarded ulnar paralysis consecutive 
to a fracture at the elbow was made. At the age of 
three years, the patient had had a severe injury at 
the elbow, but received no medical attention for it. 
A roentgenogram made by the authors showed a 
ae displacement upward of the external con- 
dyle. 

At operation, the nerve was found thick, hypere- 
mic, and flattened where it passed through the 
ulnar groove. It was displaced from the ulnar groove 
to the anterior surface of the forearm and fixed under 
a flap of fascia. Rapid recovery followed. 

The theory of pathogenesis found most accept- 
able by the authors is that of Destot. Destot 
demonstrated that the nerve suffers no damage 
from deformity in valgus alone, but as the power of 
extension is recovered, the olecranon encroaches 
more and more on the ulnar groove and a neuritis 
results from repeated pinching of the nerve. 

ALBERT F. DeGroat, M.D. 
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CHEST WALL AND BREAST 


Finzi, N. S., and Others: Discussion on X-Rays 
and Radium in the Treatment of Cancer of 
the Breast. Brit. M.J., 1927, ii, 728. 


Cancer of the breast spreads first by the lym- 
phatics and later by the blood stream. The fact 
that cancer cells can be traced along the lymphatic 
channels seems to show that it is the cells themselves 
that spread the disease. The cells of normal tissues 
do not appear to enter the lymphatics. 

The lymphatics of the breast pass mainly into the 
pectoral group of axillary glands and in some in- 
stances directly to the subclavicular and intercostal 
spaces. These areas must therefore receive primary 
attention in treatment with radium or the roentgen- 
rays. 

Radium rays are much more penetrating and seem 
to exert a more marked effect on carcinoma than 
— but may cause injury to the underlying 
ung. 

With the roentgen-rays, the use of a glancing 
method will prevent such damage to a large extent. 
The authors describe this method in detail. 

As compared with the X-rays, external applica- 
tions of radium have the advantages of greater pene- 
tration and a more suitable wave length, multiple 
foci or a series of large foci, and continuous appli- 
cation. Their disadvantages are the difficulty of 
administering an even dose over a large area and of 
avoiding injury to a lung. Radium treatment may 
be given also by burying a number of radium con- 
tainers in the tissues. 

The results obtained by the use of either radium 
or the X-rays may be summed up by stating that 
palliation and prolongation of life are the rule and 
cure is the exception. 

When a case is not too far advanced, radium 
seems to give better results than the X-rays 

Pau W. Sweet, M.D. 


Armani, L.: Roentgen-Surgical Treatment of 


Cancer of the Breast (Considerazioni sul tratta- 
mento radiochirurgico del cancro della mammella). 
Actinolerapia, 1927, vi, 193. 

The author quotes statistics from a number of 
hospitals showing that the mortality from cancer is 
constantly increasing. Next to cancer of the uterus, 
cancer of the breast is the most frequent form of 
cancer in women. Statistics show that at least 
temporary recovery has been obtained in a fairly 
good percentage of early cases, but that in late 
cases the results have been poor. Statistics for cases 
in which radiotherapy has been associated with 
surgery indicate that careful roentgen treatment 
improves the results of surgery. 


The results so far indicate that the method of 
radiotherapy must be carefully selected in each 
case; there is no single technique that can be applied 
in all cases. The patient should be examined by the 
roentgenologist in collaboration with the surgeon 
and also if possible with the histologist, and the 
method of treatment selected should be based upon 
the combined judgment of all. Patients in poor 
general condition should not be irradiated. Ex- 
cessively large doses or too long-continued treat- 
ments are contra-indicated. Too much should not 
be expected from any special technique, but on the 
other hand there is no reason for a pessimistic re- 
jection of all methods. 

In cases of inoperable cancer of the breast, 
irradiation adapted to the special case should be 
given if the patient is in good general condition. In 
operable cases the best results are obtained by 
moderate postoperative irradiation. Though cau- 
tious postoperative irradiation seems to yield the 
best results, it should be given only when recom- 
mended by the surgeon. In cases of recurrence, 
irradiation seems to give better results than does 
another operation. Aubrey G. Morean, M.D. 


Luhmann, K.: Postoperative Roentgen Irradia- 
tion of Carcinoma of the Breast and Its Tech- 
nique (Die postoperative Roentgenbestrahlung des 
Mammacarcinoms und ihre Technik). Beitr. z. klin. 
Chir., 1927, CXXXiX, 544. 

In the comparison of statistics regarding the re- 
sults of treatment, Steinthal’s classification of car- 
cinomata of the breast is of practical value. In 
Juengling’s scheme, an erroneous classification of 
borderline cases cannot be avoided. As a criterion 
of improvement after postoperative irradiation, the 
— of the “Steinthal II” group should be 
used. 

In seventy-five cases operated upon and irradiated 
three years ago and fifty-four cases so treated five 
years ago, freedom from recurrence was found as 
follows: 


Patients still alive IIb 
and free from 
metastases after: No. 


Three years .3| 14 38.7 
Five years 7 20.9 


The non-irradiated cases treated in the same 
clinic cannot be compared as more than a third of 
the patients could not be traced. 

As compared with the statistics of Dietrich and 
Frangenheim, which showed three-year survival in 
the Steinthal-II group in 30 per cent of the cases in 
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foreign countries and in 25.5 per cent of those 
treated in Germany, the results obtained in the Goet- 
tingen Clinic by irradiation show an improvement 
of from 8.7 to 13.2 per cent. 

In every case the carcinoma dose was given at 
one time, and usually within a period of fourteen 
days, a large field including the axillary and infra- 
clavicular fosse was irradiated with a skin-target 
distance of from 40 to 50 cm., a tube field including 
the supraclavicular fossa was irradiated at a distance 
of 23 cm. or more, and a posterior field correspond- 
ing to the thoracic field was treated. Each field was 
given from roo to 110 per cent of the skin erythema 
dose with filtration by 1 mm. of copper and 1 mm. 
of aluminum. This treatment was not repeated 
before eight weeks. 

In numerous secondary irradiations, telangiec- 
tases occurred four times and a small roentgen ulcer 
developed twice. Injury of the lungs was not evi- 
dent either subjectively or objectively. 

As carcinomatous glands may be present in spite 
of negative findings on examination, cases in the 
Steinthal I group should also be irradiated. Of the 
patients in this group, 83.3 per cent were free from 
recurrence after three years and 72.7 per cent were 
free from recurrence after a period of five years. 

Hintze (Z). 


TRACHEA, LUNGS, AND PLEURA 


Ochsner, A., and Nesbit, W.: Pulmonary Abscess 
Following Tonsillectomy: Preliminary Re- 
port. Arch. Otolaryngol., 1927, vi, 330. 


When tonsillectomy is performed under anzs- 
thesia, some of the material that enters the pharynx 
during the operation may be aspirated. Whether an 
abscess of the lung develops or not depends on 
several factors, most important of which are the 
character of the material aspirated and the pro- 
tective mechanism of the cough reflex. 

In the authors’ opinion, aspiration occurs as fre- 
quently during tonsillectomies performed under 
local anesthesia as during those performed under 
general anesthesia. 

That a pulmonary abscess following tonsillectomy 
may be the result of the passing of an infected embolus 
from the vessels of the neck to the lung has been 
shown by a few isolated clinical cases in which mul- 
tiple pulmonary abscesses were demonstrated. 

One of the most convincing proofs in favor of the 
aspiration theory of lung abscess is the invariable 
existence of a communication between the abscess 
cavity and a bronchus. By a pathological study of 
ten cases of pulmonary abscess following tonsillec- 
tomy, Oschner demonstrated that the abscess cavity 
is a direct continuation of a bronchus. 

The mass of evidence reviewed indicates that the 
most common mode of infection is aspiration into 
the tracheobronchial tree when the protective re- 
flexes are abolished. Under general anesthesia 
these reflexes are abolished; under local anesthesia 
they are supposedly not abolished. The authors 
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believe that their observations supply the evidence 
necessary for support of the aspiration theory. 
They have proved: that the introduction of only a 
0.5 per cent procaine solution into the periton- 
sillar tissues abolishes certain protective reflexes 
of the respiratory tract. 

Howarp A. McKnicat, M.D. 


Pierson, P. H.: Non-Tuberculous Pulmonary Sup- 
puration. California & West. Med., 1927, xxvii, 
511. 


Pierson reports thirty cases of non-tuberculous 
pulmonary suppuration to clarify the syndrome of 
pulmonary abscess, bronchiectasis, and chronic 
pneumonia which for the past decade has been con- 
fused with that of pulmonary tuberculosis. 

In the cases of pulmonary abscess due to the 
aspiration of foreign material, the onset was usually 
gradual, with fever, malaise, and an unproductive 
cough. After a period of from twelve to fifteen 
days, chills and sweats were added to the picture. 
The symptoms persisted until the abscess ruptured. 
In cases due to anaérobic bacteria there was often 
a latent period of from ten days to a fortnight. 

In cases in which the cwndition was the result of 
embolism following an operation, the onset was 
sudden with sharp pain in the chest followed by 
fever and an unproductive cough. After a period 
of from ten days to two weeks the abscess usually 
ruptured. 

The development of a pulmonary abscess in . 
bronchopneumonia was indicated by the recurrence 
of a protracted fever after apparent subsidence of 
the infection. On account of the danger of produc- 
ing an empyema, the author warns against diag- 
nostic needling in such cases unless there is visible 
evidence of adhesions between the visceral and 
parietal pleure. 

In two of the cases reviewed an abscess developed 
in an upper lobe after a rib fracture. 

In the diagnosis of lung abscess a detailed history 
is often necessary to determine the etiological fac- 
tor. A careful roentgenographic study is of great 
value in determining the etiology as well as the 
location, character, and prugress of the abscess. 
Repeated negative examinations of the sputum for 
tubercle bacilli in cases with considerable purulent 
expectoration should suggest a pyogenic abscess 
rather than a tuberculous lesion. The physical 
signs are often indefinite and meager as compared 
with those produced by a tuberculous lesion of like 
extent. 

In the cases reviewed, the treatment was of two 
types, medical and surgical. In the medical treat- 
ment, reliance was placed chiefly on general sup- 
portive measures. Few drugs were used. In cases 
of acute abscess, postural treatment was of great 
value. When medical treatment failed after a trial 
of from four to six weeks, surgical treatment was 
given. In the absence of adhesions between the 
pleure, the two-stage thoracotomy offered the best 
results. In all cases in which a foreign body is sus- 
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pected or known to be present, bronchoscopy should 
be considered. 

In cases of chronic pneumonia and bronchiectasis 
an accurate diagnosis is essential for proper treat- 
ment. The pathology of the two conditions is 
described. Roentgenological study after the ad- 
ministration of lipiodol is helpful in distinguishing 
bronchiectatic cavities and saccular dilatations 
from diffuse fibrosis. The patient should be pre- 
pared by postural drainage of the cavities for at 
least an hour prior to the administration of the 
lipiodol. 

The essentials of medical treatment include a 
change of residence to a climate that is warm and 
dry. Local treatment by postural drainage and 
diathermy are of value. Attention to the general 
health, artificial or natural sun baths, rest, and 
a high caloric diet are of great importance. Autog- 
enous vaccine therapy has been found of great value 
for the relief of the cough and expectoration. 

Surgical measures are indicated to eradicate foci 
of infection. In unilateral conditions which do not 
improve under medical treatment, drainage of the 
large cavities and Graham’s cautery lobectomy offer 
a hope of cure. Extrapleural thoracoplasty with 
avulsion of the phrenic nerve is a means of com- 
pressing the affected lung. In chronic pneumonia 
and bronchiectasis as well as pulmonary abscess, 
pneumothorax is associated with the danger of 
producing a 

J. Evwin Kirkpatrick, M.D. 


Hedblom, C. A.: The Diagnosis and Treatment of 
Bronchiectasis. J. Am. M. Ass., 1927, |xxxix, 1384. 


The diagnosis of bronchiectasis based on the 
ordinary clinical observations has often been doubt- 
ful as to the distribution of the condition and always 
incomplete as to its type and extent. By bronchog- 
raphy with the use of a contrast medium the pres- 
ence, distribution, and type of bronchial dilatation 
may be visualized. 

The principles of surgical treatment of bronchi- 
ectasis are drainage, compression, and extirpation. 
Drainage is the treatment of choice in single cavita- 
tions and for localized gangrenous extension. The 
methods of pulmonary compression are artificial 
pneumothorax, phrrnico-exeresis, extrapleural thora- 
coplasty, and pneumolysis. 

In early mild cases, artificial pneumothorax or 
temporary paralysis of the phrenic nerve or both are 
indicated as tentative procedures. In cases of long 
standing, the treatment of choice is phrenico-exeresis 
and graded extrapleural thoracoplasty. The usual 
result is marked improvement approaching a symp- 
tomatic cure. 

On account of their high postoperative mortality 
and the frequency of residual bronchial fistula, pri- 
mary lobectomy and graded cautery extirpations 
are not to be recommended. Secondary lobectomy, 
when indicated following thoracoplasty and phren- 
ico-exeresis, should prove relatively safe and very 
effective. SAMUEL Kaun, M.D, 
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1927, Ixxxvi, 616. 

Jennings reports two cases of chronic empyema 
in which the lung was collapsed, covered over by a 
thick pleura, and lying back against the spine. 

In the first case, that of a nineteen-year-old boy 
with a history of tuberculosis, the first operation 
was performed after about two years of inadequate 
drainage and tapping. The first step in the treat- 
ment consisted in securing adequate drainage by 
resecting portions of three ribs. A few weeks later 
the lung was stripped from its bed and allowed to 
roll forward. About three months later the chest 
was again opened and the false membrane stripped 
from the surface of the lung, the lung was freed, a 
flap of the chest wall under the scapula was mobil- 
ized and allowed to drop back, and portions of the 
sixth, seventh, eighth, ninth, and tenth ribs were 
removed to collapse the cavity at the bottom. A 
small sinus persisted and gave increasingly severe 
symptoms through its intermittent opening and 
closing. At operation for the closure of this sinus a 
bronchial fistula was found. This finally closed after 
rib resection and muscle implantation. 

In the second case, decortication was done and 
the chest closed. Twenty months later a sinus tract 
opened up. The removal of a rib sequestrum found 
at the bottom of the sinus tract was followed by 
recovery. 

The author emphasizes the importance of the wide 
flap opening in the chest wall, incision of the pleura 
along the outer edge, and liberation of the lung 
from its bed so that it may come forward. Be- 
cause of the danger of tearing the lung in strip- 
ping the pleura, the pleura on the anterior surface 
of the lung is not touched. The technique is shown 
in a number of illustrations. 

Micuaet L. Mason, M.D. 


Parker, D. W.: The Treatment of Empyema in 
Children by the Closed Method and Suction 
Drainage. Boston M. & S.J., 1927, cxcvii, 653. 


In the diagnosis of empyema reliance is to be 
placed chiefly on the X-ray and the aspirating 
needle. The latter may be used without hesitation 
to determine the presence or absence of pus as well 
as the type of the infection. 

Statistics have shown that empyema is especially 
serious in the first few years of life, regardless of 
the type of treatment. The mortality is influenced 
by the character of the infection, the patient’s age, 
and the time of operation. The choice of treatment 
is a much mooted question. Holt prefers the closed 
method, but from a series of 266 cases, Ladd and 
Cutler conclude that, except in streptococcus in- 
fections, rib resection gives more satisfactory im- 
mediate and remote results. 

The author reports eighteen cases with one death. 
In his method of treatment, aspiration is always 
done before operation, usually in the posterior axil- 
lary line between the seventh and eighth ribs, to 
determine the character of the exudate. If the fluid 


Jennings, J. E.: Chronic Empyema. Ann. Surg., 


|_| 
is fr 
if it 
aspl 
tom 
ter 
but 
to] 
line 
the 
fas 
the 
rib: 
cos 
for: 
a 2 
] 
3 
ove 
the 
ma 
wil 
Th 
as] 
CO! 
dr 
sit 

cal 
lez 
we 
tu 

th 
to 
pr 
In 
D: 
tre 
fre 


is frank pus, thoracotomy is performed at once, but 
if it is serofibrinous or thin and only slightly turbid, 
aspiration alone is done to relieve pressure symp- 
toms and thoracotomy is deferred until the charac- 
ter of the exudate changes. 

Novocain-infiltration anesthesia was used in all 
but one of the cases reviewed. An incision from 1 
to 114 in. in length was made in the posterior axillary 
line between the seventh and eighth ribs, down to 
the fascia covering the latissimus dorsi muscle. The 
fascia of the muscle was then incised in line with 
the muscle fibers. The muscle was split and the 
ribs and intercostal space were exposed. The inter- 
costal muscle was then further infiltrated and per- 
forated with forceps or scissors. When pus appeared, 
a 24 to 27 F. catheter was introduced through the 
opening. 

Previous to the operation a piece of rubber dam 
3 in. square was perforated in the middle and drawn 
over the catheter. The rubber dam was tied around 
the catheter from 1% to 2 in. from the tip. This 
made a shield which was plastered to the chest wall 
with adhesive tape after closure of the incision. 
The catheter was further anchored with tape strips. 

Pus was then aspirated with a syringe, but the 
aspiration was stopped upon the first sign of dis- 
comfort or coughing. After the aspiration a large 
dressing was applied and the child put to bed in a 
sitting posture. To obtain air-tight drainage, the 
catheter was connected to glass and rubber tubing 
leading to a jar of water on the floor, and the clamp 
was not removed from the catheter until after the 
tubing had been placed in the water. With this 
method, no special instruments are required. 

Twenty-four hours later the chest was irrigated 
through the catheter every two hours with from 30 
to 60 c.cm. of 1 per cent chlorazine solution. This 
procedure was continued throughout convalescence. 
In the author’s opinion, the solvent action of the 
Dakin’s solution is the most valuable feature of the 
treatment. The tube should be left in the chest for 
from fifteen to twenty days. 

GeorcE A. Cottett, M.D. 
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HEART AND PERICARDIUM 

Ramond, L., and Weill-Spire, R.: A Cure of Puru- 

lent Pneumococcic Pericarditis by Epigastric 

Pericardotomy (Guérison d’une péricardite puru- 

lente 4 pneumocoques par péricardotomie épigas- 

trique). Bull. et mém. Soc. méd. d. hép. de Par., 1927, 
xliii, 1163. 

Paracentesis pericardii is not satisfactory in the 
treatment of acute purulent pericarditis. As soon 
as the condition is diagnosed, a pericardotomy is 
indicated. The thoracic approach, however, has. 
seemed formidable as it places quite a strain on the 
already very sick patient. The epigastric operation 
which was recommended by Larrie is simple and easily 
performed, and not nearly so much of a tax on the 
patient’s resistance as the thoracic procedure. In 
the technique described by the authors an incision 
is made over the xiphoid process and the latter 
is resected. The peritoneum is then pushed back, 
the diaphragm incised, the overlying pericardium 
opened, the pus evacuated, and a soft rubber 
drain inserted. 

In the case reported, the patient, a woman 
twenty-three years of age, had had a left jugular 
thrombophlebitis secondary to otitis. Following an 
operation on the mastoid she developed severe ab- 
dominal pain, dyspnoea, and dullness in the chest. 
Nothing was revealed by pleural puncture, but 
later the cardiac dullness was found to be increased. 
Paracentesis of the pericardium yielded 240 c.cm. of 
pus which on culture showed pneumococci. Two 
more such punctures were made in the following 
ten days, but no improvement was noted in the 
general condition. Finally a pericardotomy was 
performed by the technique described and 400 c.cm. 
of pus were evacuated. The fever and general 
symptoms then abated gradually; drainage was 
maintained abundantly for fifteen days, but there- 
after slowly subsided, and two months after the 
operation it had stopped. Five months later, physi- 
cal and roentgen-ray examination failed to show 
any evidence of pleural or pericardial inflammation. 
Micuaet L. Mason, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Paolucci, F.: A Heterologous Benign Hyperneph- 
roma in a Hernial Sac (Ipernefroma eterologo 
benigno in sacco erniario). Awmn. ital. di chir., 1927, 
vi, 666. 


The patient whose case is reported was a youth 
eighteen years of age who had an inguinal hernia on 
the left side for two years. When the hernial sac was 
opened its wall was found to be covered inside by 
little tumors ranging in size from that of a millet 
seed to that of a lentil. Microscopic examination of 
these tumors showed granulation tissue. At about 
the middle of the posterior wall there was a soft 
yellow body about the size of a small lentil. On 
microscopic examination this tumor was found to 
have the structure of the suprarenal, all three layers 
of the cortex being represented. 

This case shows that there may be aberrant supra- 
renal bodies in organs or tissues related embryologi- 
cally to suprarenal tissue and that they may form 
true tumors. The tumors may be benign, as in this 
case, or malignant. Auprey G. Morean, M.D. 


Babcock, W. W.: The Ideal in Herniorrhaphy; a 
New Method Efficient for Direct and Indirect 
Inguinal Hernia. Surg., Gyncc. & Obst., 1927, xlv, 
534- 


A normal incision for inguinal hernia is one which 
passes transversely directly over the internal ingui- 
nal ring from a point just within the semilunar line 
to a point slightly external to Poupart’s ligament. 

The thinnest and weakest portion of the external 
oblique muscle lies over the inguinal canal. If the 
fibers are separated directly over the canal, the 
edges of the flaps or the parts best supported in 
the closure will be the weakest, which makes for the 
best mechanical closure of overlapping edges. The 
external oblique should be carefully split by a scalpel 
from without inward between the thinnest and most 
widely separated fibers that are found over the 
hernial canal. The outer surface of the external 
oblique should not be freed from adherent fascia 
and nutrient vessels, but the under-surface should 
be freely separated by blunt dissection from the 
underlying internal oblique muscle and from the 
inner anterior layer of the sheath of the rectus to 
the midline. 

The hernial sac should be approached from with- 
out inward, from above downward in the canal and 
near the internal ring. ‘The cord should not be 
raised and explored posteriorly. If the sac is not 
promptly found by retracting the internal oblique 
and transversalis upward and outward, the peri- 
toneum just mesial to the internal ring should be 
exposed and opened and the finger introduced to 
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examine for any other sac or weakness. Transplan- 
tation of the spermatic cord is not essential. If the 
cord is Jeft alone most of the postoperative complica- 
tions in the scrotum will be avoided. 

The hernial sac should be eliminated, especially 
its funnel-like mouth, and the neck of the sac should 
be transplanted behind a part of the abdominal wall 
that is strong and thick. Good chromicized catgut is 
entirely efficient for the deep closure. 

Strength in the union of the layers of the abdom- 
inal wall comes from the fibrous aponeurotic expan- 
sions and not from the suture of red muscle. Below, 
the chief support is to be obtained from Poupart’s 
ligament, its shelving edge,.and the dense fibrous 
covering of the pubis; above and internally, from the 
conjoined tendon, the fibrous inner layer of the an- 
terior sheath of the rectus, and the external oblique. 

Closure of Hesselbach’s triangle, the most trouble- 
some area of weakness, is done by uniting the lateral 
edge of the inner layer of the anterior sheath of the 
rectus to the dense fibrous covering of the pecten 
ossis pubis. 

The steps of the herniorrhaphy are described in 
detail and shown by illustrations. A thick pad is 
strapped over the wound and supported by a firm 
spica bandage. The spica bandage should not com- 
press the abdomen above the level of the iliac crests. 
Children and young robust adults are kept flat in 
bed for ten days, and middle aged and senile patients 
and thase with much fat or poor muscular and 
aponeurotic development are kept in bed for eight- 
een days. As a rule the patient leaves the hospital 
from fourteen to twenty-one days after the opera- 
tion. He is then instructed to report weekly or when- 
ever the spica becomes loose, to avoid active work for 
six weeks, and to avoid lifting for three months. At 
the end of three months he is permitted to do full 
work. 

The author believes that a herniorrhaphy properly 
performed and followed by primary union will not 
break down under any ordinary stress applied later 
than six weeks after operation. 

Rosert M. Grier, M.D. 


GASTRO-INTESTINAL TRACT 


Ritvo, M., and Weiss, S.: Physostigmine as an Aid 
in Gastro-Intestinal Roentgen-Ray Diagnosis. 
Am. J. Roentgenol., 1927, xvili, 301. 


In the roentgen examination of the gastro-intes- 
tinal tract by means of the opaque meal, difficulties 
are at times encountered in the interpretation of 
findings because of absence or sluggishness of peri- 
stalsis and poor tone or spasm. A drug or mechan- 
ical method which would overcome these conditions 
would therefore be of great assistance. Atropine 
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and massage have been used, but with only partial 
success. 

In their attempts to find a more satisfactory means 
of producing the desired effects, the authors carried 
out experiments with physostigmine. The effort 
was made to throw light particularly on the follow- 
ing problems: (1) the behavior of the various por- 
tions of the alimentary canal under the effect of 
physostigmine; (2) the duration of the effect ex- 
erted by the drug on the stomach and intestines; 
(3) the optimal dosage for use as an aid in the 
roentgen diagnosis of lesions of the gastro-intestinal 
tract; (4) the comparative effects of the oral and 
subcutaneous administration of the drug; and (5) the 
action of the drug in the presence of various patho- 
logical conditions involving the gastro-intestinal tract. 

Observations were made both on animals and on 
human beings, and the procedures used and the re- 
sults obtained are reported in detail. 

It was found that physostigmine is a valuable 
agent for increasing peristalsis, heightening the 
tonus of the alimentary canal, and overcoming 
spasm of the stomach. The desired results may be 
produced without dangerous toxic manifestations. 
Atropine is an antidote which offsets any untoward 
symptoms which may occasionally develop. The 
effects of the drug are practically the same after its 
oral and its subcutaneous administration. The op- 
timal dose appears to be 1/25 gr. given orally. The 
effect of this dose is sufficiently prolonged to permit 
adequate roentgenoscopy and the making of roent- 
genograms. The drug may be used as a diagnostic 
aid without interference with the routine roentgen- 
ray studies of the alimentary canal. In cases of 
peptic ulcer, carcinoma of the stomach, and 
marked atonicity it was found of great assistance 
in showing the site and extent of the lesion. In 
several doubtful cases, it was a valuable aid in rul- 
ing out the presence of a pathological process. 

The contra-indications to the use of physostig- 
mine are the presence of an inflammatory process 
such as appendicitis or peritonitis, severe cardiac 
disease, pregnancy, and intestinal obstruction. 

Hartune, M.D. 


Ivy, A. C., Droegemueller, E. H., and Meyer, J. L.: 
The Effect of Experimental Pyloric Stenosis on 
Gastric Secretion. Arch. Int. Med., 1927, xl, 434. 


The authors studied the effect of pyloric obstruc- 
tion on gastric secretion in twelve dogs. In all of 
the animals a Pawlow pouch was made. Stenosis 
was produced by forming a band about the pyloric 
sphincter. The degree of stenosis obtained was 
ascertained by determining fluoroscopically the 
emptying time before and after the production of 
the stenosis. The experiments showed that at first 
there is a decrease of gastric secretion following 
pyloric obstruction. In four of the dogs, pyloric 
stenosis caused a hypernormal secretion but not an 
acidity. 

This finding confirms the observations of Ham- 
bruger and Friedman that in some cases experi- 
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mental pyloric obstruction causes a hypernormal 
secretion of gastric juice. The Pawlow pouches must 
reflect the secretory*activity of the stomach. 

The authors explain the effect of pyloric stenosis 
as follows: 

1. The gastric retention prolongs mechanical dis- 
tention and chemical contact. 

2. The more complete the hydrolysis in the 
stomach, the greater is the effect of the chyme in 
the intestine and the more easily are the hydrolytic 
products in the chyme digested by the pancreatic 
juice. As a result, the intestinal phase of gastric 
secretion is augmented. 

3. As the chyme is more acid, more acid stimu- 
lation of gastric secretion results and more pan- 
creatic juice is secreted. 

4. The slow ejection of chyme from the stomach 
prolongs the contact in the intestine. The gastric 
factors are more important than the intestinal. The 
stenosis also increases the irritability of the local 
secretory mechanism in the stomach. 

Very striking findings are marked hypertrophy 
and dilatation of the stomach. 

HERMAN H. Huser, M.D. 


Faber, K.: Chronic Gastritis: Its Relation to 
Achylia and Ulcer. Lancet, 1927, ccxiii, gor. 


The stomach may be injured by toxic agents in the 
blood stream and by agents acting directly on the 
mucous membrane. The pathological phenomena of 
gastritis are of two kinds: (1) disturbances of secre- 
tion resulting from diffuse lesions of the glandular 
parenchyma, and (2) surface lesions, erosions, and 
ulcerations. 

The origin of achylia must therefore be sought i 
gastritis, and that of juxtapyloric ulcers in pyloric 
gastritis. ; SAMUEL Kaun, M.D. 


Andresen, A. F. R.: The Treatment of Gastric 
Hemorrhage. J. Am. M. Ass., 1927, |xxxix, 1397. 


The treatment of gastric hemorrhage is based on 
the following principles: 

1. Enforced rest—physical, mental, and gastric. 

2. Measures favoring coagulation of the blood at 
the site of the hemorrhage. 

3. Cautious restoration of the blood volume. 

4. The treatment or prevention of shock. 

5. The use of a soothing, non-stimulating diet 
which combines readily with the gastric juice, satis- 
fies thirst, and favors coagulation. 

6. A complete study of the patient to determine 
the cause of the hemorrhage in order that suitable 
treatment may be instituted. 

7. The avoidance of surgery during or soon after 
the hemorrhage. SAMUEL Kaun, M.D: 


Mason, J. T.: Peptic Ulcer. Northwest Med., 1927, 
xxvi, 489. 

In 2,500 cases with gastric symptoms, a diagnosis 
of organic lesion of the stomach or duodenum was 
made in 1 in every 7. Of those believed to be cases 
of gastric or duodenal ulcer, only 1 in 3 was operated 
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upon. The operative group comprised 23 cases of 
gastric ulcer and 81 cases of duodenal ulcer. 

In these 104 cases, 109 operations were performed 
—z2 Horsley, 4 Finney, 1 Judd, and 3 Polya-Balfour 
operations, 16 excisions, and 83 gastro-enterosto- 
mies. The results of the Horsley operations were good 
and those of the Finney, Polya-Balfour, and Judd 
operations and of the excisions were satisfactory. In 
the cases treated by gastro-enterostomy there were 
4 deaths in the hospital, 7 late deaths, and 10 un- 
satisfactory results. Cuartes F. DuBots, M.D. 


Duval, P.: The Part Played by Infection in the 
Development of Certain Gastroduodenal Ulcers 
(La parte che spetta alla infezione nella evoluzione 
di alcune ulcere gastroduodenali). Arch. ital. di 
chir., 1927, xviii, 177. 

The author believes that infection is present in 
about one-third of the cases of gastroduodenal 
ulcer. This is a secondary infection grafted on an 
ulcer which was primarily sterile. It can be demon- 
strated by biological examination of the patient or 
microscopic examination of the ulcer tissue. 

The clinical signs of infected ulcer are febrile 

periods, particularly in the beginning, with an 
associated special perigastric reaction; local tension 
of the abdominal muscles; very intense pain on 
pressure over the involved region; continuous 
spontaneous pain instead of periodical pain; and 
hematemesis with small clots. 
' The biological signs include a hyperleucocytosis 
and a polynucleosis. An intradermal test with the 
bacteria found in gastric ulcers gives a positive re- 
sult in from twenty-four to forty-eight hours. 

Microscopic examination of the ulcer shows more 
or less marked signs of inflammation in about a 
third of the cases. Cultures yield streptococci or 
enterococci. 

Infection is of great importance in the surgical 
treatment of the lesion. Limited resection of the 
stomach has a higher mortality than extensive 
resection or gastropylorectomy because the former 
may be performed in infected tissue whereas the 
latter are done outside the limited zone of infection. 

In the author’s opinion, operation for gastric 
ulcer should not be performed in the period of 
infection. When infection is suggested, specific 
vaccination should be done until the biological tests 
become normal. If an emergency operation is 
necessitated by complications, it should be extensive 
enough to be performed outside the infected zone. 

Extensive resection is the best prophylactic treat- 
ment against recurrence of ulcer or the develop- 
ment of postoperative septic ulcer. In the author’s 
opinion, the prophylactic action of extensive re- 
sections is due, not to suppression of the gastric 
zone which secretes hydrochloric acid, as von 
Haberer thinks, but to removal of the inflamed 
periulcerous zone. All operations for gastric ulcer 


should be preceded and followed by specific vaccina- 
tion with streptococci or enterococci. 
Aubrey G. Morcan, M.D. 


Verbrycke, J. R., Jr.: —e Ulcer Surgery. 
South. M.J., 1927, Xx, 7 


Horsley, J. S.: The Choice of for Peptic 


Ulcer. South. M. J., 1927, xx, 751. 


VERBRYCKE gives the advantages of gastric resec- 
tion for ulcer as: (r) the removal of the entire ulcer- 
bearing area, (2) the production of anacidity, and 
(3) the prevention of recurrences. Its disadvantages 
are: (1) a mortality that is probably three times as 
great as that of gastro-enterostomy when the resec- 
tion is performed by an expert surgeon and probably 
five times as great when it is performed by the aver- 
age operator, and (2) the creation of a condition that 
is even more unphysiological than that created by 
gastro-enterostomy. 

In Verbrycke’s cases, every duodenal ulcer that 
is uncomplicated and not of too long duration is 
first treated medically. If the ulcer is of many years’ 
duration, if it has recurred after medical treatment, 
or if it is complicated by stenosis, hemorrhage, or 
periduodenitis, a combination of medical and surgi- 
cal treatment is given. Operation is performed and 
the medical treatment is carried out postoperatively. 
Extensive operative procedures are not necessary. 
In the majority of cases, gastro-enterostomy or some 
form of gastroduodenostomy followed by medical 
treatment with the patient in bed for three weeks 
and by milder regulatory medical treatment for sev- 
eral months has resulted in permanent cure, provided 
associated foci of infection were eliminated. 

If sufficient skill is exercised in both the medical 
and surgical treatment of duodenal ulcer, and if both 
treatments are combined, about 95 per cent of the 
cases can be permanently cured without a mutilat- 
ing operation. It is not necessary for both parts of 
the treatment to be carried out by the same person. 
The time is past when the general surgeon can con- 
scientiously carry through a treatment for ulcer. If 
the gastro-enterologist himself does not operate, as 
is usually the case, he should have everything except 
the care of the wound turned over to him after the 
first postoperative day and should then give his 
medical treatment for ulcer followed by the usual 
regulatory treatment for several months. 

HorsLey states that, even after operation, medical 
treatment should be continued for at least several 
months in order to give the gastro-intestinal tract 
full time to become re-adjusted. 

If a gastric ulcer is situated in the pyloric portion 
of the stomach, where gastric peptic ulcers usually 
occur, partial gastrectomy is the best operation. 
This can usually be done according to the modifica- 
tion of the Billroth I technique which Horsley has 
been using for about three years, a modification in 
which the lesser curvature of the stomach is united 
along the upper border of the duodenum and the 
duodenal stump is flared open. 

Since January 1, 1924, Horsley has done fourteen 
partial gastrectomies for peptic ulcer of various 
kinds without a death. In all except one of these 
cases ‘the stomach was united to the duodenum. In 
the one exception the duodenum was so extensively 
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diseased that a posterior Polya was done. In three 
cases the stump of the stomach was united to the 
side of the duodenum according. to the Finney- 
Haberer technique. In ten cases the operation was 
performed according to the modified Billroth I tech- 
nique described. It seems better to mobilize the 
stomach and suture it to the end of the duodenum 
than to do an extensive mobilization of the duo- 
denum where there are many important structures 
and the nerve supply is abundant and complicated. 
Usually, the same type of operation can be done also 
when the ulcer is situated at about the middle of the 
stomach. If the lesion is along the lesser curvature 
of the middle of the stomach and if it is not large, 
a V-shaped section may be removed, but a mid- 
gastric or “sleeve” resection of the stomach gives 
a better functional result than a V-shaped resection, 
particularly if the latter is rather extensive. Unless 
the lesion is too near the cardiac end of the stomach, 
Horsley is more and more inclined to do a partial 
gastrectomy after the modified Billroth I operation 
when resection is indicated for gastric ulcer. 

If a gastric ulcer is removed by local excision, a 
pyloroplasty should be done in addition to give 
physiological rest by lessening the resistance at the 
pylorus. If for any reason the modified Billroth I 
operation cannot be done, the Hofmeister type of 
Billroth II operation is satisfactory. 

In cases of duodenal ulcer the problem is quite 
different. If the ulcer is small, not infiltrating, and 
near the pylorus, a pyloroplasty with excision of the 
ulcer is the ideal operation. In the pyloroplasty 
that Horsley has been performing for several years, 
the incision should never be made further than 1 in. 
into the duodenum, but should always be at least 
twice as long in the stomach as in the duodenum. 
In this manner the muscle fibers of the strong pyloric 
canal which is 114 in. in length are divided and 
physiological rest is given the tissues in this neigh- 
borhood. In cases of marked pylorospasm, it may 
be well, in addition, to follow the procedure of 
Hughson, severing the branches of the vagus nerve 
along the lesser curvature of the stomach as close 
to the oesophagus as possible. 

If the peptic ulcer is further down than the first 
inch, it may be excised, as Judd advocates, and 
sutured in a transverse incision. A small pyloro- 
plasty to weaken the pyloric end of the gastric 
muscles may be done in addition, but is not always 
necessary. 

When a duodenal ulcer is extensive and when 
there are marked adhesions, a pyloroplasty of the 
type described is contra-indicated. This pyloro- 
plasty is contra-indicated also when there is a strong 
stenosis, but may be used in a very narrow band 
of stenosis. The pyloroplasty of Finney is more 
applicable in the presence of adhesions or stenosis, 
but when these are very marked, suturing of the 
diseased tissue is unsatisfactory and a posterior 
gastro-enterostomy will doubtless be better. The 
field for this physiological pyloroplasty is compara- 
tively limited though definite. Horsley is perform- 
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ing the operation in fewer cases now than formerly. 
Since he has ceased suturing the pyloric mucosa, his 
results have been much more satisfactory. If there 
is marked stenosis’ or an extensive duodenal ulcer 
or if theré are numerous adhesions, a posterior 
gastro-enterostomy is satisfactory. Horsley com- 
bines this operation with occlusion of the stomach 
effected by passing a stout kangaroo tendon around 
the pyloric end, close to the pylorus, and tying it 
just snugly enough to close the lumen but not so 
tightly as to cause permanent whitening’ of the 
tissue. 

In peptic ulcer of the jejunum the best treatment 
is partial gastrectomy with removal of a consider- 
able portion of the acid-secreting part of the stom- 
ach. There seems to be no reason for merely excis- 
ing the ulcer and re-establishing the gastro-enter- 
ostomy. 

In conclusion Horsley states that the selection of 
the proper operation for peptic ulcer depends upon 
a careful study of the case and of the condition 
found when the abdomen is opened. In all opera- 
tive cases, postoperative medical treatment should 
be given by an internist or gastro-enterologist for 
several months. Cart R. STEINKE, M.D. 


Butler, H. B.: A Case of Complete Gastrectomy for 
Chronic Ulcer: with Observations on the Effect 
of the Loss of the Stomach on the Physiology of 
Digestion in Man. Brit. J. Surg., 1927, xv, 310. 


The patient whose case is reported was a man 42 
years of age who had been given medical treatment 
for a chronic gastric ulcer of 4 years’ duration. He 
appeared to make a complete recovery, but 8 months 
later the symptoms recurred and when medical 
treatment was again instituted it failed to give relief. 

On his admission to the hospital the patient 
was weak and emaciated and the roentgen ray re- 
vealed an ulcerous crater high up on the stomach. 
No hour-glass constriction, stenosis, or obstruction 
was found. The findings of the blood examination 
were: erythrocytes, 3,200,000; hemoglobin, 75 per 
cent; color index, 1.2; leucocytes, 6,560 (polymorpho- 
nuclears, 75 per cent; small lymphocytes, 14 per 
cent; large lymphocytes, 9 per cent; eosinophiles, 20 
per cent). The fractional test meal gave low values 
for both free and combined acid. 

Because of the possibility of carcinoma and the 
lack of response to medical treatment, surgical 
treatment was regarded as advisable. Operation 
revealed a large indurated ulcer high up on the 
posterior wall of the stomach near the cardia. As 
the condition seemed to be carcinomatous, the entire 
stomach was resected and an anastomosis was made 
between the cesophagus and jejunum by Moynihan’s 
technique. 

Pathological examination proved the lesion to be 
a chronic ulcer with catarrhal changes in the mucosa. 

The patient made a good recovery and 4 months 
later had gained nearly 42 lbs. and was feeling well. 
He was advised to have his teeth extracted in order 
to remove all possible foci of infection and was put 
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on 1 dr. of dilute hydrochloric acid, 3 times a day, 
to remove the causes (infection and achlorhydria) 
predisposing to the addisonian anemia which may 
occur after complete gastrectomy. 

Six months after the operation he was examined 
with regard to the function of the intestinal canal. 
The stool showed a slight excess of fat (as split fat), 
but was otherwise normal. The jejunal loop which 
was used for the anastomosis had dilated and 
appeared to have taken on the function of the stom- 
ach to a certain extent; that is, it held food for a 
considerable length of time. Food taken into the 
jejunum set up a brisk reaction in the iliac coils. The 
contents of the jejunum showed a few colonies of 
bacillus coli, streptococci, and staphylococci. The 
bowels moved without cathartics once daily, and 
the patient had normal hunger and appetite. 

The findings of the blood examination were: 
erythrocytes, 5,433,000; hemoglobin, 90 per cent; 
color index, 0.9; leucocytes, 7,500 (polymorpho- 
nuclears, 67 per cent; small lymphocytes, 29 per 
cent; large lymphocytes, 2 per cent; eosinophiles, 
I per cent; transitionals, 1 per cent). 

Micnaet L. Mason, M.D. 


Perdoux and Cadenat: Acute Intussusception in 
the Adult (Invagination intestinale aigué chez 
Vadulte). Bull. et mém. Soc. nat. de chir., 1927, liii, 
918. 


The case reported was that of a woman 50 years 
of age who was seized with sudden abdominal pain 
about one hour after a light meal. There was self- 
induced vomiting, and although the patient had been 
constipated for several days preceding the attack, 
a c’ pious evacuation of the bowels occurred. There- 
afte), neither fecal matter nor gas was passed per 
rectum. The general condition remained good. 

At examination, an elongated mass was felt in the 
left iliac fossa. This disappeared from time to time 
and was thought to be a spastic sigmoid. Ice was 
applied to the abdomen. 

The next day, the general condition was still 
good, but no stool had been passed and the mass was 
constant. A diagnosis of volvulus was made. On the 
patient’s admission to the hospital, a vaginal exam- 
ination revealed a pelvic mass which seemed to be 
an ovarian cyst twisted on its pedicle. 

At operation, an intussusception of the small bowel 
was found near the termination of the ileum. 
Resection followed by side-to-side anastomosis 
was done. No cause for the condition (tumor, in- 
flammation, or Meckel’s diverticulum) could be 
found. Except for a history of salpingitis, no history 
of previous abdominal trouble could be obtained. 
Such cases are usually not diagnosed before opera- 
tion. Micuaet L. Mason, M.D. 


Judd, E. S.: Duodenal Ulcer. Northwest Med., 1927, 
XXxvi, 482. 


During the last few years the author has been 
more and more impressed by the fact that duodenal 
and gastric ulcer are two separate and distinct 


lesions. In a certain proportion of cases the two 
lesions occur simultaneously. In about the same 
proportion, gastric cancer and duodenal ulcer occur 
simultaneously, but these two lesions are entirely 
different. It is not surprising that we have fallen 
into the habit of considering duodenal and gastric 
ulcer together as it is only recently that the iden- 
tity of duodenal ulcer has been recognized. 

Some years ago Judd noted that duodenal lesions 
are not all of the same ulcer type. On further in- 
vestigation he found that there are at least two 
distinct lesions, either one of which may be found 
in cases with a history of chronic peptic ulcer. The 
first is the true ulcer which is characterized by con- 
gestion and stippling of the surface of the serosa 
with the formation of more or less scar tissue, ad- 
hesions, and deformity of the duodenum. When the 
intestine is opened, a crater ulcer is seen. The 
second type of lesion, called “duodenitis” or “sub- 
mucous ulcer,” is one in which there is congestion 
and stippling of the serosa but little or no induration. 
Palpation of the duodenum is negative and, when 
the bowel is opened, a lesion of the mucosa cannot 
be found or at most only one or more superficial 
small mucosal abrasions are revealed. 

The indications for operation in cases of chronic 
dyspepsia due to ulcer of the’ duodenum depend 
upon several factors. The length of time the symp- 
toms have been noted should be considered; if the 
symptoms have been present for a long time, and 
especially if the patient has had several periods of 
good dietary management without relief, operation 
should not be postponed. If the symptoms have 
been present for only a short time non-surgical 
treatment should be instituted at once as there is 
plenty of evidence to show that dietary manage- 
ment started before the condition becomes chronic 
may result in complete relief of symptoms and the 
healing of the ulcer. The age of the patient should 
be taken into consideration; a young person with a 
short history and mild symptoms should be placed 
on a dietary regimen for a considerable period. In: 
any case the severity of the symptoms will help to 
determine the plan to follow, because if there is a 
constant tendency toward perforation, bleeding, or 
severe gastric disturbances not quickly relieved by 
diet, operation is indicated. In all cases of duodenal 
ulcer, diet should be tried before operation is con- 
sidered. It is a mistake, however, to continue 
dietary treatment if nothing is being accomplished 
by it and if the symptoms return following the least 
indiscretion. 

About 65 per cent of the patients with duodenal 
ulcer who enter the Mayo Clinic undergo operation. 
Many duodenal ulcers, even though chronic, run a 
mild uncomplicated course so that the patient may 
be treated medically with the idea of eventually 
resorting to operation if the result of the non- 
surgical treatment or the co-operation of the patient 
is unsatisfactory. Duodenal ulcer is a common 
lesion. Between 1,200 and 1,500 patients thus af- 
flicted are seen in the Mayo Clinic every year. 
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In Judd’s opinion, the present enthusiasm for re- 
secting the stomach for duodenal ulcer will not last 
very long. Gastro-enterostomy is not an entirely 
satisfactory procedure because in a certain per- 
centage of cases it is followed by secondary ulcers. 
The best type of operation for duodenal ulcer is one 
that removes the ulcer and places the pyloric 
sphincter at rest. 


Leriche, R.: The Result After Fourteen Years of a 
Right Hemicolectomy for Fzcal Stasis (Résultat 
éloigné (quatorze ans) d’une hémicolectomie droite 
pour stase fécale). Bull. et mém. Soc. nat. de chir., 
1927, liiii, 828. 

Leriche reports the following case to emphasize a 
complication of laterolateral anastomosis in colec- 
tomy and the small value of colectomy for fecal 
stasis. 

The patient was a woman aged twenty-nine years 
who had had digestive disturbances for seven years 
and was nervous and poorly nourished. She com- 
plained especially of discomfort in the right iliac 
fossa. Physical examination revealed a flaccid, 
gurgling cecum. On roentgenoscopy, the stomach 
was seen to be atonic and without retention. 

At operation, the cecum was found to be large 
and flaccid and covered by a typical peritoneal 
membrane extending to the right flexure. The ap- 
pendix was removed and the cecum decreased by 
half by plication and fixed to the abdominal wall. 

After the operation the patient continued to 
complain, but gained 8 kilos. Nine months later 
she reported marked epigastric discomfort and the 
X-ray showed the bismuth meal to be retained in 
the cecum for twenty-four hours. At a second 
operation the greatly distended cecum, the ascend- 
ing colon, and the transverse colon were resected 
and a laterolateral ileosigmoidostomy with a button 
was done. Later, an intraperitoneal abscess was 
drained through a small incision lateral to the 
healed operative scar. After one month the patient 
returned home greatly benefited. 

Ten years later she reported that for nine years 
she had suffered from constipation and occasional 


attacks of acute enteritis with diarrhoea, griping, 


and burning, and for six years had had a continuous 
painful sensation in the right flank with a promi- 
nence under the abdominal wall that could be re- 
duced by gentle massage. On X-ray examination, 
bismuth did not enter and the left colon was not 
distended. 

Operation under spinal anesthesia revealed in 
the right iliac fossa a gaseous pocket as large as a 
toy balloon, covered by what appeared to be a 
congenital membrane with parallel vessels. The 
membrane was lifted away without difficulty. The 
gas pocket was the terminal cul-de-sac of the 
lateral anastomosed loop of small intestine which 
had distended greatly and contained only gas. The 
gas pocket was incised and the sac resected. 

The patient recovered from the operation and 
was somewhat relieved, but constipation, digestive 
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disturbances, and neurasthenia persisted. Three 
years later her condition was reported unchanged. 

Before 1914, Leriche performed hemicolectomy, 
plicature, and anastomoses of different types for 
stasis, but failed to obtain a successful result in any 
case in which the intestinal disturbance was not 
purely mechanical. All of the patients who were 
followed slowly relapsed. After plicature of the 
cecum, the ascending and transverse colon dilated. 
Antiperistalsis destroyed the results of an anas- 
tomosis or a colectomy. 

Leriche advises leaving such cases alone until it 
has been determined why the mesentery is not fas- 
tened; why the intestine sometimes distends with- 
out contracting; and what digestive gland insuffi- 
ciency or other factors regulate such phenomena. 
He believes that fecal stasis is a secondary func- 
tional disease, the cause of which is outside the 
intestinal wall. Wa ter C. Burket, M.D. 


Botreau-Roussel and Cadenat: Ileo-Ileal Intus- 
susception in the Adult Caused by a Sub- 
mucous Fibroleiomyoma; Resection and End- 
to-End Anastomosis; Cure (Invagination iléo- 
iléale de l’adulte produite par un fibro-leio-myome 
sous-muqueux; guérison). Bull. et mém. Soc. nat. de 
chir., 1927, liii, 921. 

The case reported in this article is the seventh case 
of intussusception in the adult reported by Botreau- 
Roussel. The patient, a man 23 years of age, was 
sent to the hospital with the diagnosis of intestinal 
obstruction. He appeared toxic and had been suffer- 
ing from abdominal pain for 5 days, during which 
time neither gas nor fecal matter had been passed. 
The abdomen was soft and without signs of fluid. 
On the right side, slight peristaltic movements were 
noted and a semi-soft tumor appeared and dis- 
appeared from time to time. A diagnosis of ileo-ileal 
intussusception was made. 

At operation, a 40-cm. portion of the lower ileum 
was found to be invaginated but was easily dis- 
engaged. A tumor the size of a duck egg was felt. 
The intestines were violently peristaltic and the 
invagination was reproduced. The 18-in. segment of 
bowel involved by the tumor was resected and an 
end-to-end anastomosis performed. 

The postoperative course was uneventful. The 
ovoid tumor, which measured g by 6 cm. and com- 
pletely filled the lumen of the bowel, was attached 
by a circular base to the contra-mesenteric border of 
the intestine. Histological study showed it to be a 
fibroleiomyoma. 

It was subsequently learned from the patient that 
he had had vague intermittent intestinal complaints 
for a year before the operation and attacks of con- 
stipation alternating with diarrhoea for about 3 
months. 

Lipomata appear to be the most common benign 
tumors of the small intestine. Next in frequency are 
the myomata. Most of them are submucous, but 
some are subserous. The subserous tumors may 
never cause symptoms until they attain considerable 
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size. Submucous tumors give rise to vague dyspeptic 
symptoms, ill-defined abdominal pain, distention, 
alternating periods of constipation and diarrhcea, and 
sometimes hemorrhage. These benign tumors are 
never diagnosed before operation. 

Micuaet L. Mason, M.D. 


Pratt, J. P., and Fallis, L. S.: Volvulus of the Cz- 
cum. J. Am. M. Ass., 1927, Ixxxix, 1225. 


Volvulus of the cecum occurs only in the presence 
of some condition due to defective development, 
such as persistence of the mesentery of the cecum 
and ascending colon; arrested rotation with fixation 
of the cecum under the liver; reversed rotation with 
the large intestine behind the superior mesenteric 
vessels and duodenum, the mesentery of the small 
intestine forming a tunnel through which the trans- 
verse colon passes; and persistence of the primitive 
mesentery of the ileocecal segment permitting mo- 
bility ranging from simple “‘cacum mobile” lying 
in the pelvis to an ileocecal segment as remotely 
placed as the splenic flexure. All forms predispose 
to volvulus. The chance of the occurrence of vol- 
vulus is directly proportional to the length of the 
mesentery upon which the cecum hangs. 

In the majority of cases the condition occurs 
during young adult life, the period of greatest bodily 
activity. It is more common in males than in females. 
Overeating and other dietetic indiscretions, especially 
when followed by exercise, play an important réle 
in the etiology. Abnormal peristaltic action set up 
by abuses of the digestive tract acts in a similar 
manner. Five or 6 per cent of intestinal obstruc- 
tions are due to volvulus of the cecum. 

The symptoms may be acute, subacute, or chron- 
ic. In general, they are the symptoms of intestinal 
obstruction, partial or complete. The pathological 
changes found at operation or autopsy vary from 
simple torsion to complete gangrene of the bowel. 
The basis for these changes is the obstruction of 
the bowel lumen and the disturbance of the cir- 
culation. 

Operative treatment for relief of the symptoms 
produced by volvulus of the caecum includes detor- 
sion, cecostomy, and resection and release of con- 
stricting bands with or without an attempt to 
correct the defective development. The choice of 
operation must depend on the general condition 
as well as the type of defective development. It is 
best to perform at first the simplest operation pos- 
sible that will save the patient’s life and, in a second 
stage, to attempt to correct the defective develop- 
ment and thereby prevent a recurrence. A c#cos- 
tomy serves a double purpose: (1) relief of the 
obstruction, and (2) fixation. 

Earlier diagnosis depends upon the recognition of 
disturbed development as a cause of recurring 
attacks of abdominal discomfort. Extremes in diet 


and physical exertion are important factors when 
the development of the intestinal tract is abnormal. 
The mortality of volvulus of the cecum is about 50 
Morris H. Kaun, M.D. 


per cent. 
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The the cases of duns patients 
upon whom he operated after a considerable interval 
of time following an attack of acute appendicitis 
and after the patients seemed to have recovered 
completely. In all three cases he found that auto- 
amputation of the appendix had taken place and 
pus had collected in the closed stump. 

He thinks it very probable that these suppura- 
tions were a continuation in a latent form of the 
septic process which had caused the auto-amputa- 
tion of the appendix. Though there was no clinical 
sign to indicate that the empyema of the stump was 
doing any harm, he is of the opinion that such sup- 
purations are dangerous as they may rupture and 
cause a diffuse or circumscribed peritonitis. There- 
fore when operation shows auto-amputation of an 
appendix, he removes the stump. 

Auprey G. Morcan, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Snell, A. M., Greene, C. H., and Rowntree, L. G.: 
Diseases of the Liver: VII. Further Studies 
in Experimental Obstructive Jaundice. Arch. 
Int. Med., 1927, xl, 471. 

The studies reported in this article were made on 
fifteen dogs. The animals were divided into two 
groups, those in which the common duct had been 
ligated and those in which cholecystectomy had 
been performed in addition to ligation of the com- 
mon duct. In all cases complete studies with regard 
to the tests to be employed were made before the 
operation and at intervals of from one to three days 
during the period following obstruction. In two in- 
stances, cholecystenterostomy to relieve the obstruc- 
tion was successfully performed, and the course of 
recovery studied. 

Anorexia, weakness, and progressive loss of 
weight were constant. To combat them, certain 
animals were fed daily by stomach tube with a mix- 
ture of corn syrup and milk. This served to prevent 
the immediate postoperative loss in weight. The 
dogs remained in better condition when so fed than 
when they were allowed to eat at will. They sur- 
vived and remained in good condition for a much 
longer time than those in the first series of experi- 
ments. Two survived for periods of 108 and 120 
days respectively, and in these it was possible to 
study the late effects of complete biliary obstruction. 

In both series of animals the maximal degree of 
bilirubinemia occurred between the first and sec- 
ond week. Thereafter the serum bilirubin gradually 
decreased even though complete obstruction was 
maintained. In one case the concentration decreased 
from 23.1 to 1.4 mgm. 
icterus decreased synchronously. 

The effect of cholecystenterostomy and conse- 
quent re-establishment of biliary drainage apparently 
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varied with the duration of the obstruction. With 
obstruction lasting thirty days or longer, there was 
no immediate change in the degree of bilirubinemia 
after the relief of the obstruction. Spontaneous 
closing of the fistula made it possible to study the 
effect of long-continued drainage in such cases. 

The changes in the bromsulphalein test were qual- 
itatively the same as those previously reported for 
the phenoltetrachlorphthalein test. Retention of 
bromsulphalein in the blood stream of the dogs was 
not observed until the second or third day following 
ligation of the common bile duct. The development 
of distinct retention usually coincided with the first 
definite appearance of bilirubin in the blood, both 
occurring from forty-eight to seventy-two hours after 
the operation. The amount of retention gradually 
increased, the maximal value being reached the 
second week. Thereafter the degree to which the 
bromsulphalein was retained in the blood stream 
fluctuated somewhat, but in general there was 
marked and persistent retention of the dye. 

When the gall bladder was removed at the time of 
the ligation of the common bile duct, retention of 
the dye was found within twenty-four hours after 
the operation. Here too a close parallelism with the 
degree of retention of bile was observed. The sub- 
sequent course of the two series of animals was 
identical. Retention of the dye persisted following 
cholecystenterostomy and re-establishment of bili- 
ary drainage. 

The bile acids in the blood increased markedly 
after the production of biliary obstruction. Fol- 
lowing ligation of the common bile duct alone, 
this increase was not marked until the second or 
third day. Maximal values were attained about 
the second week after obstruction. When the gall 
bladder, was removed at the time of ligation of the 
common duct, the changes in the bile-acid reading 
developed much more rapidly. The increase was 
marked during the first hour. The amount of re- 
tention in the blood gradually became greater, 
maximal values being attained at the end of the first 
week. Thereafter there was a gradual return toward 
normal. 

The authors had previously measured the normal 
rate of removal of injected bile acids from the 
blood. Comparison of the rates before and after 
ligation of the common duct showed that bile acids 
were not only markedly increased by this measure, 
but were also removed at a much slower rate than 
under normal conditions. 

In discussing their results the authors point out 
that a decrease in the concentration of bilirubin in 
the blood (in the later stages) is not due to increased 
renal elimination since less bilirubin is excreted in 
the urine in obstructive jaundice. They are of the 
opinion that the production of bilirubin is decreased 
in consequence of prolonged obstruction and refer 
to the clinical analogy provided by obstructive 
jaundice of short duration (as from pancreatic car- 
cinoma) and of long duration (as from stone in 
the common duct). 
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The authors agree with other investigators that 
only a small fraction of the normal amount of bile 
acids is synthesized by animals with obstructive 
jaundice. When bile acids are injected after obstruc- 
tion of the normal pathway of excretion they leave 
the blood at a much slower rate than normally. 

In all of the dogs that survived more than a few 
weeks, biliary cirrhosis developed. Attempts made 
to relieve the biliary obstruction by cholecysten- 
terostomy after the first month brought no improve- 
ment in the bromsulphalein test of function. The 
serum bilirubin was little affected by this operation, 
but the content of bile acids rapidly returned toward 
normal when the obstruction was relieved. 

The authors discuss the ascites manifested by 
two of their animals and cite various explanations of 
the portal obstruction. The ascites is related to the 
widespread proliferation of connective tissue around 
the biliary radicles in the portal spaces. The same 
pathological sequence is observed in man. 


Whipple, A. O.: Side-Tracking Operations for Bile- 
Duct Obstruction. Ayn. Surg., 1927, lxxxvi, 540. 


In cases of irremovable duct obstruction or irrep- 
arable duct injury, palliation may be obtained by 
a side-tracking operation to carry the bile into the 
upper gastro-intestinal tract. The main types of 
lesions in which such a procedure is indicated are: 
(1) new growths of the pancreas or of the common or 
hepatic duct, (2) chronic inflammatory lesions of 
the pancreas, and (3) stenosis of the ducts following 
trauma or inflammation. The following operative 
methods have given good results: 

1. Anastomosis between the gall bladder and 
duodenum or stomach. This is the easiest and most 
satisfactory of all procedures, provided the cystic 
duct is patent and the obstruction is in the common 
duct below its juncture with the cystic duct. In 
carcinoma it gives temporary relief, and in chronic 
pancreatitis it results in remarkable improvement 
for many years. 

2. Some form of anastomosis between the com- 
mon or hepatic duct and the upper gastro-intestinal 
tract. Choledocho-enterostomy or hepatico-enteros- 
tomy or duct reconstruction is to be employed when 
the gall bladder is absent or the obstruction is above 
the level of the cystic duct. The lesions requiring 
these procedures are usually duct stenoses due to 
injury during cholecystectomy or the result of chole- 
dochitis. If operative injury to the duct is imme- 
diately recognized, end-to-end anastomosis is usual- 
ly easy and stenosis seldom occurs. When such an 
injury is not recognized at once and there is no 
biliary fistula, a suture anastomosis between the dis- 
tended duct and the duodenum without the use of 
a tube is the procedure of choice. If a tube must be 
used, only a partial suture being feasible, the tube 
should not be sutured into the line of anastomosis 
if it projects for any distance into the duodenum. 
Attempts to reconstruct a passage between the he- 
patic duct and the duodenum by means of tubes are 
seldom permanently satisfactory. 
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If the patient has an old biliary fistula, and es- 
pecially if previous attempts to re-establish a bile 
passage have been made, the possibility of im- 
planting the external opening of the fistula into the 
stomach and duodenum must be considered. This 
has been done successfully in a number of cases. 
Hepato-enterostomy, in which the duodenum or 
jejunum is sutured to an incision or cautery punc- 
ture of the liver, has been done, but its value is open 
to doubt. 

Whipple reports several cases of side-tracking 
operations. CuesTER L. Crean, M.D. 


Barnes, F. L.: Acute Pancreatitis Due to a Gall 
Stone Obstructing the Duct of Wirsung: Re- 
port of a Case. Texas State J. M., 1927, xxiii, 331. 


When there is a common outlet for the bile and 
pancreatic ducts, acute pancreatitis may be brought 
on by blockage of the duct of Wirsung allowing the 
passage of infected bile to the pancreas. It may be 
caused also by simple obstruction of the pancreatic 
outlet, but under these circumstances the condition 
is probably more of a chemical nature. Other 
routes of infection of the:pancreas are the blood 
stream and lymph channels, but the latter is ques- 
tionable. 

The author reports a case in which a gall stone 
obstructed a duct common to the liver and pancreas 
and caused a flow of bile into the pancreas which 
resulted in rapid pancreatic necrosis. The patient 
suffered severely from acute abdominal symptoms, 
but recovered after a laparotomy and the later dis- 
charge of a gall stone through the drainage opening. 

Marcus H. Hosart, M.D. 
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MISCELLANEOUS 
Hertzler, A. E.; Acute Abdominal Disasters, Am. |). 
Surg., 1927, iii, 346. 

Acute abdominal disasters requiring surgical in- 
tervention may be divided into two groups: (1) the 
perforative group, including diseases or trauma of 
hollow viscera such as the stomach, duodenum, 
appendix, gall bladder, and intestines, and (2) the 
thrombotic group, in which there is no solution of 
continuity of the visceral wall resulting in an acute 
general peritonitis such as obtains in the first group 
but there is injury to the wall due to disturbance 
of the circulation. The thrombotic group includes 
such conditions as acute pancreatitis, intestinal ob- 
struction, thrombosis of the mesentery, tumors with 
twisted pedicles, hemorrhage into a cyst or tumor, 
and gangrene of the appendix. 

In the perforative group of conditions the initia! 
pain is due to the irritation of the bowel wall and 
parietal peritoneum by the escaped contents. The 
peritonitis appears later and then dominates the 
picture. In the thrombotic group, the pain is due 
to the presence of clotted blood; it is the pain of 
dying tissue. Profound constitutional disturbance 
is the chief factor in pancreatitis, intestinal obstruc- 
tion, and any injury in which extravasated blood 
plays a part. In general, the point of maximal pain 
at the outset indicates the site of the disease. 

Abdominal erises must be differentiated from 
extra-abdominal affections and milder intraperi- 
toneal affections. The best clinical observation 
possible must be supplemented by observations 
made after the abdomen is open. 

Cuar.es F. DuBots, M.D. 
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UTERUS 


Haselhorst, G.: Is Hysterography a Safe Method 
of Examination? (Ist die Hysterographie eine un- 
gefaehrliche Untersuchungsmethode?) Zentralbl. f. 
Gynaek., 1927, li, 1821. : 


The belief that hysterosalpingography is not an 
entirely harmless procedure has been supported by 
two cases recently seen by the author. The first 
case was that of a twenty-two-year-old girl with 
retroflexion of the uterus and a tumor the size of a 
child’s head. At the time of the patient’s admission 
to the hospital her temperature was 37.6 degrees C. 
and a smear from the cervix and urethra was nega- 
tive for gonococci. Following an examination in 
which the uterus was injected under light pressure 
and strict asepsis with 40 per cent iodipin from a 
Luer syringe there was increasing abdominal pain 
with slight bleeding and an increase in the tempera- 
ture to 39.7 degrees C. Laparotomy disclosed a 
condition of aseptic irritation and a small quantity 
of exudate which, on culture, proved sterile. 

The second case was that of a woman twenty- 
two years old who came for artificial abortion in the 
second month of pregnancy. Within three days after 
hysterography the temperature rose to 39.8 degrees 
C. On the fifth day, there were hemorrhages and 
a fever of 40.5 degrees C. After the expulsion of a 
fetus 6 cm. long and a foul-smelling placenta the 
temperature dropped to 37 degrees C. In sections 
of the tissue, collections of Gram-positive cocci and 
bacilli were found. 

The author believes that the severe irritation in 
the first patient and the abortion of the second were 
due to the injection of iodipin. 

In conclusion the author states that latent foci 
and bacteria in the cervix, uterus, or tubes cannot 
be demonstrated with certainty in advance by any 
method as yet known. OpENTHAL (G). 


Keller, R.: Unusual Forms of Parametrial Sup- 
puration (Paramétrites suppurés 4 évolution par- 
ticuliére). Gynécologie, 1927, xxvi, 387. 

The author reports seven cases of parametrial 
abscess. 

As a rule, parametrial involvement develops 
early. During the first few days after delivery, a 
vague infiltration may be palpated on one side of 
the uterus. This evolves into an abscess which is 
often voluminous and in which fluctuation is easily 
detected. The formation of the abscess may be 
rapid, but usually requires several weeks or months. 

The elevation of temperature is usually moderate. 
When the infection is due to the bacillus coli there 
may be no fever at all. For some unexplained 
reason the lesion occurs more frequently on the 
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right than the left side. In five of the cases reviewed 
the abscess was in intimate contact with the pelvic 
bones and tended to approach the iliac crest. 

The complications included perforation of the 
bladder, rectum, and coxofemoral joint. The per- 
foration into the coxofemoral joint was first discov- 
ered at autopsy. In one case there was thrombosis 
of the pelvic veins about the abscess and the right 
femoral vein. 

If these cases are treated reasonably early, the 
prognosis is quite good although an average of four 
months is needed for recovery. 

The treatment indicated is drainage. The author 
always waits for the development of fluctuation. 
In the cases reviewed, the abscess was opened by 
an abdominal incision. ALpert F. DEGRoat, M.D. 


Rigano-Irrera, D.: Three Cases of Sarcoma Devel- 
oping in a Fibromyoma of the Body of the 
Uterus (Tre casi di sarcoma sviluppato in fibro- 
mioma del corpo dell’utero). Arch. ital. di chir., 
1927, xvili, 538. 

The author describes the histological pictures of 
three uterine sarcomata and supplements his de- 
scription with photomicrographs. From these pic- 
tures and a review of the literature he concluded 
that the sarcomata developed in fibromyomata. He 
believes that malignant degeneration of pre-existing 
tissue cells is not possible and that the sarcomata 
originated from rests of undifferentiated cells scat- 
tered in the fibromyomata which were of the same 
kind as those that had given rise to the fibromyo- 
mata, and that under the influence of hyalinization 
or some unknown cause these undifferentiated cells 
began to multiply indefinitely in an atypical way 
with destructive characteristics. 

Auprey G. Morcan, M.D. 


Bonnet, P.: Malpighian Cancer of the Body of 
the Uterus Probably Spread from Cancer of the 
Cervix (Cancer du corps utérin, du type malpighien, 
propagation probable d’un cancer du col). Lyon 
chir., 1927, xxiv, 408. 

Challenging the assumption that cancerous in- 
volvement of the cervix is invariably secondary to 
cancer of the body of the uterus, Bonnet reports the 
following case: 

After metrorrhagia persisting for eleven days in 
a sixty-two-year-old multipara, a diagnosis of cervi- 
cal cancer was made. Since there was no appreciable 
invasion of the parametrium, the condition was 
deemed operable, but at the last moment radium 
treatment was given instead. The clinical results 
were excellent for three months. At the end of that 
time, renewed hemorrhages led the patient to insist 
upon operation. A preliminary digital examination 
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indicated a retracted, infiltrated vagina invaded 
throughout by neoplastic granulations and ending 
in a cul-de-sac in which it was difficult to distinguish 
the cervix. Rectal palpation seemed to reveal the 
location of the cervix better. 

A total colpohysterectomy was carried out by the 
vaginal route. To Bonnet’s astonishment, the piece 
removed showed that of the entire uterus there 
remained only the fundus. This was infiltrated 
throughout and was found to have formed the cul- 
de-sac previously mistaken for the upper extremity 
of the vagina. The cervix had disappeared, but the 
neoplastic granulations of the fundus were contin- 
ued along the side walls, giving the tactile impres- 
sion of an invasion of the vagina, which in reality 
had remained intact. 

In the author’s opinion this was a case of pri- 
mary endocervical cancer with secondary involve- 
ment of the body of the uterus. 

Mina A. GILDERSLEEVE. 


Schmitz, H.: The Relation of the Degree of 
Histological Malignancy to the Prognosis and 
Treatment of Carcinoma of the Uterine Cer- 
vix. Radiology, 1927, ix, 322. 


The author and Hueper report the results ob- 
tained with radium and the X-ray in 135 cases of 
carcinoma of the cervix in which the degree of 
histological malignancy had been determined by a 
close study of the cells. 

In the study of anaplasia, nine factors were con- 
sidered: (1) the special cell type of carcinoma; (2) 
irregularity in the size of the cells; (3) irregularity 
in the shape of the cells; (4) distinctness or clearness 
of outline of the cells; (5) functional activity of the 
cells; (6) irregularities in the size of the nuclei of 
the cells; (7) irregularities in the shape of the nuclei 
of the cells; (8) hyperchromatism of the nuclei; and 
(g) the number of mitoses. 

Group I represented an irregularity in from 10 to 
20 per cent of these factors; Group 2, an irregularity 
in from 20 to 30 per cent; Group 3, an irregularity 
in from 30 to 4o per cent; and Group 4, an irregu- 
larity in 50 per cent. This grouping represents the 
histological malignancy index. 

The clinical results also were grouped. ‘‘Result 1” 
means that the patient was well anatomically and 
symptomatically three years after termination of 
the irradiation; “Result 2,’’ that the patient lived 
for from two to three years; “Result 3,” that the 
patient succumbed within two years; and “ Result 
4,” that the patient died within the first year. 

In such a study of the histological malignancy 
index and end-results it was definitely proved that 
a prognosis can be given and the case assigned to 
one of the four clinical groups for irradiation. 

The results obtained by Broders in the grading 
of carcinoma by the degree of cell differentiation 
and indifferentiation, by Greenough in the study of 
anaplasia, and by Hueper and the author in the 
evaluation of cell type differentiation and anaplasia 
were plotted. The graphs show a remarkably close 


relation to each other and to the histological malig- 
nancy index graph. 

Schmitz concludes that the application of the 
X-rays and radium to cervical carcinoma should 
be limited to indications based strictly on the clinical 
grouping and the histological malignancy index. 
E. Mitrer, M.D. 


Kaplan, I. I.: Radiation Treatment of Malignancy 
of the Cervix by Radium Emanation. Radiology, 
1927, ix, 314. 

Most of the cases of carcinoma of the uterine 
cervix seen at Bellevue Hospital, New York, are 
advanced. In spite of this fact, the results obtained 
in fifty-six cases treated during the period from 
May 1, 1925, to October 1, 1926, have been gratify- 
ing. Only twenty-eight cases were treated by 
irradiation. 

The author cites briefly the methods employed in 
other clinics and by other. radiologists. At the 
Radium Institute in London, radium is used alone 
or following operation. At Radiumhemmet in 
Stockholm, large doses of radium are repeated at 
intervals as needed. The X-rays are not used. 
Seitz, of Frankfurt, employs chiefly the X-rays and 
supplements the roentgen treatment witha single dose 
of radium given intracervically. Wintz, of Erlangen, 
claims excellent results from the use of the X-rays 
alone. Voltz gives a heavy dose of X-rays and sup- 
plements it by radium treatment given at the same 
time. Fraenkel treats his cases by operation and 
irradiation with radium and the X-rays. When 
possible, he operates after radium treatment. Bayet 
uses both the X-rays and radium. At the Curie 
Institute, the X-rays and radium are used sepa- 
rately or together. 

Regaud has recently employed external abdom- 
inal packs of radium instead of the X-rays, in con- 
junction with the local application of radium to 
the cervix. Gosset first treats the lesion with radium 
and then operates. Gunsett uses a method some- 
what similar to that employed by Regaud. At the 
State Cancer Institute in Buffalo, radium is ap- 
plied locally through the vagina and abdominally 
by packs, and X-ray therapy is then applied to the 
pelvis. At the Memorial Hospital, New York, the 
lesion is treated locally by bomb and radium punc- 
ture and the pelvis is treated externally with radium 
packs and the X-ray. At the Mayo Clinic, radium 
and the X-rays are used—radium in small repeated 
doses and the X-rays occasionally. Kelly adminis- 
ters extensive doses of radium locally. At the 
Woman’s Hospital, New York, radium is applied 
intracervically and supplemented when necessary 
by radium puncture. 

In the author’s method the local lesion is at- 
tacked first to clear up infection, and the pelvis is 
treated to block off the lymphatics and destroy 
metastatic foci. The local lesion is then given a 
sufficient dosage at the proper time to cause its 
complete destruction. In advanced infected cases, 
daily douching is done and mild antiseptics are 
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used freely. Radiation is not begun until disinfec- 
tion is complete and the general condition has been 
improved by dietetic and hygienic methods. 

A biopsy specimen is taken from all lesions as 
the author believes that no harm results when the 
specimen is removed from the ulcerated area. Also 
in all cases, thorough physical and X-ray examina- 
tions of the chest, spine, and pelvis are made. 

At the outset, a definite plan of treatment is 
adopted. This depends first upon whether only 
palliation of the local or metastatic lesion is possi- 
ble; whether a recurrence is present in the vagina; 
and whether the condition is in such an early stage 
that a permanent cure is possible. 

In all cases, deep X-ray therapy is used over the 
pelvis. The author discusses the dosage in detail. 
The depth dose delivered to the lesion is 60 to 75 
per cent. As Bellevue Hospital owns no radium, 
it obtains emanation upon prescription for cases in 
which the histopathology, the amount of involve- 
ment, and the patency of the uterine canal are all 
favorable for the use of radium. 

In the cases reviewed the most common lesion 
found was the plexiform epithelioma, a transitional 
form between the basal and the squamous types. 

The dose varies, according to the amount of local 
involvement, from 4,000 to 7,000 mc.-hrs. Lesions 
limited to the cervix receive 4,500 mc.-hrs., half in 
the cervical canal and half in the vagina. The 
applicator used is a modified form of the ‘“colpo- 
stat” designed and used at the Curie Institute in 
Paris. One millimeter of platinum and 2-mm. 
platinum screens are used respectively in the intra- 
uterine and vaginal applicators. A thin sheet of 
aluminum is wrapped about the platinum. The 
technique of application and the variations in dosage 
are given in detail. 

The irradiation is continued for from four to seven 
days, the applicators being removed, cleansed, and 
replaced daily. Fluids are given copiously to pre- 
vent radiation sickness. Codeine is administered 
if there is pain. Obstructing masses are treated 
with seeds or needles or are removed by endothermy, 
the intra-uterine irradiation being given later. The 
patient is kept in bed during the treatment. If the 
temperature rises above 102 degrees F., the irra- 
diation is stopped temporarily. 

As this treatment was begun only two years ago, 
it is still too soon to report the results, but the 
author includes in his article several tables giving the 
symptoms, a description of the lesion, the patient’s 
present condition, and the mortality. He summar- 
izes the main points in his article as follows: 

1. Carcinoma of the cervix is not operated upon 
at Bellevue Hospital. 

2. Biopsy is done in every case. 

3. The lesion is treated by: (a) disinfection of the 
local area, (b) X-ray therapy of the pelvis, (c) 
radium therapy of the local lesion, and (d) radium 
puncture and endothermic surgery when necessary. 

4. The dosage varies with the histological nature 
and the extent of the lesion. 
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5. The treatment is given at once, with small 
doses over long periods of time. 

6. High voltage X-rays with heavy filtration and 
radium emanation in heavily filtered platinum 
tubes are employed for the specific radiation 
therapy. A. James Larkin, M.D. 


Devéze, L.: The Dangers of Radium Irradiation in 
the Treatment of Uterine Cancers (Les risques 
de la curiethérapie dans le traitement des cancers 
utérins). Bull. Soc. d’obst. et de gynéc. de Par., 1927, 
xvi, 479. 

Although he recognizes the value of radium 
therapy in the treatment of carcinoma of the uterus, 
the author believes that in operable cases its results 
are inferior to those of radical hysterectomy. He 
has found, moreover, that the use of radium is not 
entirely harmless as it may be followed by unfavor- 
able local and distant reactions. The general reac- 
tions consist in an elevation of the temperature to as 
high as 39 degrees C. for three or four days, the result 
of the absorption of toxins from the neoplastic tissue 
and disintegrated cells and the retention of septic 
exudate within the uterus due to obstruction caused 
by the radium. There may be diarrhoea for several 
days. Frequently, headache, nausea, and vomiting 
result from the radium shock. 

The loca] or regional manifestations are bladder 
and rectal irritation. This is usually evanescent, 
but the author has known of cases in which proctitis 
with a bloody mucous discharge persisted for over a 
year. The ulceration observed in the vaginal wall 
involves only the mucosa. Perforations of the rec- 
tovaginal or vesicovaginal septa occur only in very 
advanced cases in which radium is contra-indicated. 
Infection of the uterus may extend to the adnexa 
or peritoneum and lead to a fatal peritonitis. ; 

The distant reactions are for the most part effects 
on the blood. There is usually a leucocytosis fol- 
lowed by a leucopenia. Large doses of radium may 
cause a diminution in the number of leucocytes and 
a secondary anemia. In several cases reported in 
the literature and in four cases seen by Devéze, 
radium treatment was followed by embolism. 

Leo M. Zimmerman, M.D. 


Piccardo, T. J.: Wertheim’s Operation in the 
Treatment of Cancer of the Cervix (La operacién 
de Wertheim en el tratamiento del cancer cervico 
uterino). Semana med., 1927, XXXiv, 333. 


This article is based on seventy-three cases of 
cancer of the uterine cervix which were operated 
upon in the period from 1917 to 1927. The case 
histories are given and the technique of the opera- 
tion is described in detail with illustrations of each 
step. The technique was that of the Wertheim 
operation, but special precautions were observed to 
prevent infection. Such precautions are particularly 
important because this operation opens up large 
areas of tissue to infection. 

A preliminary step adopted to prevent infection 
was curettage and cauterization of the tumor. The 
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cervix was curetted with a Simon cutting curette 
and the cavity cauterized. This not only rendered 
the cervix aseptic, but hardened and dried it. 
Wertheim clamps were then applied to prevent con- 
tact of the diseased cervix with the operative wound, 
and the cervix was removed as a closed vessel. 

Another special point was the use of a retractor 
with a double curve to protect the ureters in the 
different steps of the operation. This retractor is 
shown in an illustration. 

Radium may be used from twenty to twenty-five 
days before the operation when it is indicated; it 
does not render the operation any more difficult, 
and it contributes to the immediate success of 
operative treatment. It is indicated to reduce the 
size of cancers that are slightly beyond the limits of 
operability, to bring about hemostasis in hemor- 
rhage, to effect sterilization in febrile cases, and 
to stimulate in cases with cachexia. 

The operative accidents in the cases reviewed in- 
cluded laceration of the vagina or the supravaginal 
part of the cervix in a few cases, injury of the 
bladder in two cases, and section of the ureter in 
two cases. Among the postoperative complications 
were mild bladder disturbances, haematoma in three 
cases, eventration in two cases, and ureteral fistula 
in two cases. One ureteral fistula closed spon- 
taneously. 

In the seventy-three cases there were eight deaths, 
a mortality of 10.90 per cent. One death was due to 
paralytic ileus. The causes of death were paralytic 
ileus, internal hemorrhage, glycosuria and anemia 
in one case each and postoperative shock in four 
cases. In the author’s opinion the death from glyco- 
suria and the death from anemia were not due to 
the operation. The operative mortality was there- 
fore 8.08 per cent. Infection occurred in only one 
case—the case of death from paralytic ileus. In the 
other cases the immediate results were good. In the 
last thirty-two cases there were no deaths. 

Aubrey G. Morcan, M.D. 


Masson, J. C.: Total Versus Subtotal Abdominal 
Hysterectomy. Am. J. Obst. & Gynec., 1927, xiv, 
486. 


In recent years the more general adoption of total 
abdominal hysterectomy has been strongly advo- 
cated by many leading gynecologists, but it should 
be remembered that these men have had a great 
deal more experience with the operation than most 
surgeons. In cases treated by surgeons with less 
experience, subtotal hysterectomy is still advisable 
as a rule. 

A comparison of published results is difficult be- 
cause some surgeons perform total hysterectomy 
only in uncomplicated cases in which the uterus is 
freely movable, whereas others frequently do not 
remove the cervix in such cases although they 
strongly advise removal whenever there is associ- 
ated inflammation. 

For cases of fibromyoma, myomectomy is pref- 
erable to more radical procedures during the child- 


bearing period. If it is necessary to interfere with 
child-bearing, as much of the uterus as possible 
should be preserved in the hope of maintaining men- 
struation. Coning out the cervical mucosa and 
thoroughly destroying it by the free use of the 
cautery is associated with just as much risk as com- 
plete removal of the cervix and does not afford quite 
the same protection against future trouble. The 
mortality following either operation should be lim- 
ited to accidental causes. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Graves, W. P.: Ovarian Therapy. J. Am. M. Ass., 
1927, Ixxxix, 1308. 

Advance in ovarian therapy in the past twenty- 
five years has been limited by poor preparation of 
commercial products and difficulty in extracting the 
pure hormone. Though not fully specific, the ovarian 
extracts ordinarily employed -produce favorable re- 
sponses in certain deficiency syndromes. The best 
results are obtained in the control of climacteric 
symptoms; flashes and vasomotor disturbances are 
uniformly relieved. In cases of menstrual deficiency 
not dependent upon general systemic disease or 
marked genital hypoplasia, resumption and in- 
crease of the flow result with moderate frequency. 
In essential dysmenorrhcea in nervous girls due to 
functional uterine spasm and associated with nau- 
sea, indigestion, headaches, and flashes, the pain 
and concomitant symptoms are frequently relieved 
by ovarian extract if uterine hypoplasia is absent. 
Sterility due to defective ovulation is also occa- 
sionally relieved by ovarian therapy. 

The author uses ovarian residue almost exclusive- 
ly and insures its potency by employing fresh prepa- 
ration direct from the manufacturer. Corpus luteum 
preparations are less stable and occasionally toxic; 
the absence of follicular elements renders them less 
potent than extracts from the entire gland. 
SAMUEL A. Wo M.D. 


Papin, M.: Calcareous Concretions Probably of 
Ovarian Origin Simulating Ureteral or Vesical 
Calculi (Concrétions calcaires probablement ovari- 
ennes simulant des calculs urétéraux ou vésicaux). 
J. @urol. méd. et chir., 1927, xxiii, 525. 


Papin reports the case of a 22-year-old woman 
whom he was called to see because of pyuria and 
renal pain. Guinea-pig inoculation of the urine 
was positive for tuberculosis, as was also the specimen 
from the right ureter alone. The patient had not 
menstruated for eighteen months. 

X-ray examination revealed numerous shadows of 
calculi, but the exact localization of the stones could 
not be determined. A roentgenogram made with 
opaque catheters in place (unfortunately the cath- 
eter had entered the left ureter for only a short 
distance) showed the stones in the bladder field but 
not along the course of the ureters. 

Papin concluded that the stones were in the 
ovaries and correlated this fact with the absence of 
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menstruation. A right nephrectomy was performed 
for the tuberculous kidney. Today, three months 
after the operation, the patient is well. 

L. Mason, M.D. 


Keene, F. E., Pancoast, H. K., and Pendergrass, 
E. P.: Carcinoma of the Ovary. J. Am. M. Ass., 
1927, Ixxxix, 1053. 

The authors report their results in twenty-four 
cases of carcinoma of the ovary treated with the 
roentgen ray. All had been previously operated up- 
on as follows: exploratory operation, six; bilateral 
salpingo-oéphorectomy, seven; bilateral salpingo- 
odphorectomy and hysterectomy, eight; and uni- 
lateral salpingo-odphorectomy, three. 

Of the six cases in which an exploratory operation 
was done, ascites and pain were little affected. Five 
of the patients died within eight months after ir- 
radiation and the sixth was rapidly failing five 
months after the irradiation. 

Of the eighteen patients treated by partial or 
complete excision of the primary growth, only seven 
are living. Their duration of life since the irradia- 
tion has ranged from four months to four years and 
nine months. Five of them have survived one year 
or more and are now in excellent health. The dura- 
tion of life of the eleven who died ranged from two 
and a half months to forty-eight months. Of the 
nine who had ascites, seven were benefited by the 
roentgen ray. Seven of those with ascites died later. 
Pain was a prominent symptom in eight cases and 
was relieved in five. Seven of the eight patients with 
pain died later. Palpable abdominal or pelvic masses 
were noted in twelve patients, seven of whom died 
later. In four, the masses disappeared; in three, they 
became smaller; and in five they were not changed. 

These results demonstrate that little can be ex- 
pected when the primary growth has not been re- 
moved, but in cases of recurrence following removal 
of the primary growth irradiation offers a fair pros- 
pect for at least temporary relief of symptoms, 
particularly of pain and ascites. The technique is 
described. H. Arnot, M.D. 


Novak, E.: Ovarian Metastasis with Cancer of the 
Uterine Body. Is Transtubal Implantation an 
Important Factor? Am. J. Obst. & Gynec., 1927, 
Xiv, 470. 

The material on which this article is based and 
a review of the literature indicate that the lym- 
phatics constitute by far the most frequent route 
for the extension of cancer of the body of the 
uterus to the ovary. This is what would be expected 
from the knowledge of cancer characteristics in 
general. Some of the evidence for the spread of 
corporeal cancer by the lymphatics is summarized 
by Novak as follows: 

1. The lymphatics have been shown to be chiefly 
respcnsible for the spread of carcinoma elsewhere. 

2. Knowledge of the lymphatic drainage of the 
uterus explains quite satisfactorily the distribution 
of the metastases in the ovary as well as elsewhere. 
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3. Emboli of cancer cells are often found in the 
lymphatics. 

4. Cancer metastasis is often found in the tube 
with or without ovarian metastasis. It not infre- 
quently occurs in the wall of the tube, perhaps 
without mucous membrane involvement, as would 
be expected if implantation were important. 

5. The surface of the ovary is characteristically 
smooth and uninvolved, as would be expected in 
lymphatic metastasis but not in direct implantation 
of cancer particles on the surface. 

6. The bilateral distribution so common in ovarian 
carcinoma suggests a lymphatic source rather than 
implantation. 

7. The lymphatic theory, rather than implanta- 
tion, explains ovarian metastasis with pyloric can- 
cer, although this problem has not yet been satis- 
factorily solved. 

8. The finding of free cancer particles in the tube 
in cases of uterine cancer does not justify the con- 
clusion that associated pelvic cancer is caused by 
implantation of such particles, even in the event of 
their being regurgitated through the tube. More 
often, these particles are probably moving down- 
ward toward the uterus. 

9. Sampson’s cases of supposed implantation can- 
cer of the ovary are far more logically explained as 
due to lymphatic dissemination. 

10. In view of the demonstrated importance of 
the lymphatics in the spread of carcinoma, it is not 
justifiable to attribute the spread of carcinoma to 
direct implantation unless the lymphatic route has 
been excluded. 

11. Of the seven cases of ovarian metastasis herein 
reported, six appear to be logically explained by the 
lymphatic theory, while in the remaining case, direct 
extension may have been the chief factor. 

12. A study of cases reported in the literature 
bears out the impression that the lymphatics are the 
important route for dissemination. 

In the operative removal of the cancerous uterus, 
the prime importance of the lymphatics in the dis- 
semination of cancer cells must be taken into con- 
sideration. 

The author does not agree with Sampson that 
preliminary curettage should be avoided except 
when there is no suspicion of cancer or the patient’s 
condition contra-indicates radical procedures. He 
believes that if such a policy were generally adopted, 
it would inevitably lead to many unnecessary hys- 
terectomies and a certain number of unnecessary 
deaths. E. L. Cornett, M.D. 


EXTERNAL GENITALIA 


Peterson, R.: Transplantation of the Ureters into 
the Bowel to Secure Sphincteric Urinary Con- 
trol in Incurable Vesicovaginal Fistula. Am. J. 
Obst. & Gynec., 1927, xiv, 492. : 

The author is convinced that extraperitoneal im- 

plantation is preferable to intra-abdominal im- 

plantation of the ureter since, no matter how careful 
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the technique of the operation, something is liable 
to go wrong because the procedure is not like ordi- 
nary intestinal surgery in which an accurate, tight 
approximation can be made. 

If the stab wound is too closely approximated to 
the ureter, hydro-ureter and hydronephrosis with 
ascending infection will result. If there is an escape 
of urine or feces around the opening through the 
mucosa, the patient will succumb unless the opera- 
tion has been performed extraperitoneally. 

Extraperitoneal implantation is no more difficult 
than intra-abdominal implantation. 

The transplantation of both ureters at the same 
operation is associated with too great risk; only one 
ureter should be transplanted at a time. 

The dangers of pregnancy after transplantation 
of the ureters will depend upon how much, if any, 
renal infection is present as a result of the operation. 
The mere possibility of such dangers, however, does 
not justify sterilization. E. L. Cornett, M.D. 


MISCELLANEOUS 


Whitehouse, B.: Some Problems of the Menstrual 
Function, with Observations on the Relation 
of the Graafian Follicle and Corpus Luteum to 
Pathological Uterine Hemorrhage. Edinburgh 
M. J., 1927, xxxiv, Edinburgh Obst. Soc., 139. 


The author first discusses the “sexual season” in 
mammals and divides the oestrus cycle into four 
parts as follows: 

1. Anoestrum, or period of rest. 

2. Pro-cestrum, or period of endometrial growth 
and functional activity. 

3. strum, or period of desire, when fertilization 
is effected. 

4. Pregnancy or “ pseudopregnancy.” 

In man and monkeys there is no anoestrum and 
the sex cycles are constructive and continuous. 
Fertile ovulation must be considered as being a 
phenomenon apart from pro-cestrum. 

In the human female, ovulation occurs between 
the thirteenth and seventeenth days of the men- 
strual cycle. The pro-cestrum and cestrum overlap, 
as do ovulation and pseudopregnancy. From the 
date of ovulation, a state of pseudopregnancy ex- 
ists until about the twenty-eighth day of the period, 
when necrosis of the menstrual decidua takes place 
and external hemorrhage begins. 

With completion of the pseudopregnancy, a state 
of pro-cestrum develops which also reaches its acme 
about the twenty-eighth day of the cycle, but per- 
sists during the abortion of the pseudopregnancy. 
This is followed at the conclusion of the menstrual 
hemorrhage by a short cestral period, or period of 
desire, to promote fertilization of the ovum about 
to be liberated from one of the maturing follicles. 

The function of the corpus luteum is to maintain 
the nutrition of the uterus and prepare the endo- 
metrium for the embedding of the ovum. 

Whitehouse repeated Halban’s experiments of 
removing corpora lutea at periods varying from the 
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seventeenth to twenty-fifth days. In every instance, 
uterine hemorrhage resulted within from thirty-six 
to forty-eight hours. He concludes that the true 
menstrual hemorrhage is a result of degeneration 
and fatty necrosis of the corpus luteum, the cause 
of which is closely related to the death of the un- 
fertilized ovum. 

In experiments on graafian follicles, Whitehouse 
“needled” some of the follicles and excised others. 
Hemorrhage resulted in all but one patient. 

He concludes that both the graafian follicle and 
the corpus luteum contain an active principle which 
is essential for the proper development and function 
of the endometrium. If this principle is withdrawn 
from the circulation, necrosis of the superficial layers 
of the endometrium ensues. On the other hand, its 
constant stimulus promotes development of the en- 
dometrium until the mature decidua is formed. 
Many instances of uterine hemorrhage in associa- 
tion with fibrocystic ovaries, prolapsed ovaries, and 
chronic inflammatory disease of the uterine adnexa, 
he thinks, are due to the death of maturing graafian 
follicles and pathological corpora lutea. 

H. Arnot, M.D. 


Paroli, G.: The Topography and Clinical Aspects 
of Tumors of the Female Genitalia (Topografia 
e clinica degli ureteri nei tumori dei genitali femmi- 
nili). Riv. ital. di ginec., 1927, vi, 237. 

Paroli reports, with graphs and case reports, his 
method for roentgenography of the ureters in the 
frontal and sagittal planes to bring out both normal 
and pathological asymmetries in curvature, par- 
ticularly in the pelvic portions, those most fre- 
quently affected by uterine and ovarian tumors. 

His observations indicate that ureteral displace- 
ments may be a direct cause of disorders in both the 
upper and the lower urinary tract, and that myomata 
and fibromata of the uterus and broad ligament 
play an important réle in pathological deviations of 
the ureters and bladder. 

A cervical fibroma causes retention of urine less 
through mechanical pressure on the neck of the 
bladder than by pushing the trigone and urethra 
upward and forward, thereby causing a reflex spastic 
contracture of the sphincter. Incontinence result: 
from a similar reflex mechanism producing paralysis 
of the sphincter. 

Renal lesions concomitant with genital tumors 
(when not ascribable to accidental factors, preg- 
nancy, malignant degeneration. of the neoplasm, 
intercurrent diseases, etc.) may be considered in the 
large majority of cases as due to a primary urinary 
stasis caused by stenosis of the ureter from the 
mechanical action of the tumor. The pyelonephritis 
of pregnancy may be similarly explained, since a 
displacement of the bladder toward the left, for 
example, with consequent stretching and compression 
of the right ureter would afford an obstacle to the uri- 
nary flow on the right side. The author reports cases 
in which severe nephritis and pyelonephritis were 
cured by the operative removal of genital tumors. 


\ 
tun 
rou 
the 
vol 
ure 
the 
late 
ure 
nor 
dev 
ute 
exp 

an 
gy! 
Ha 

aft 
not 
cas 
ter 
pla 
tio 
ma 
age 
flu 
wa 
ma 
mo 
wa 


“SIX 
rue 
ion 


With regard to the operative removal of genital 
tumors, Paroli advocates isolation of the ureter as a 
routine precautionary measure in all cases in which 
there is the slightest ground for suspecting its in- 
volvement in the field of operation. Pre-operative 
ureterography diminishes the risk by demonstrating 
the relation of the ureter to the rest of the field. 
Of special importance is a knowledge of the greater 
lateral and forward deviation of the normal left 
ureter in its pelvic segment as compared with the 
normal right ureter. In pathological conditions this 
deviation is often exaggerated. As operations for 
uterine fibromata and tumors of the adnexa require 
exposure of the left ureter four times as often as 
exposure of the right ureter, the advantages of 
an accurate knowledge of ureteral topography in 
gynecological surgery can scarcely be overestimated. 
Mrna A. GILDERSLEEVE. 


Hamant, A., and Cornil, L.: The Lymphatic Origin 
of Certain Cystic Formations in the Pelvis Fol- 
lowing Total Castration of the Female (Sur 
lorigine lymphatique de certaines productions kys- 
tiques pelviennes consécutives 4 la castration totale 
chez la femme). Bull. Soc. d’obst. ct de gynéc. de 
Par., 1927, xvi, 488. 


Cystic or pseudocystic formations in the pelvis 
after total castration of the female are apparently 
not due to any single cause. The authors report a 
case in which, several months after a total hys- 
terectomy for salpingitis, the patient returned com- 
plaining of severe pain on the right side and examina- 
tion revealed a cystic mass in the right flank. The 
mass was removed. Some time later the patient 
again experienced pain in the pelvis and another 
fluctuant mass was discovered. Vaginal extirpation 
was attempted, but because of the adherence of the 
mass and the occurrence of profuse bleeding, re- 
moval was not feasible. A portion of the presenting 
wall was resected and the edges of the defect were 
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sutured accurately to the vaginal wall. Recovery 
was uneventful. 

Histological examination of the specimen re- 
vealed, immediately beneath the vaginal epithe- 
lium, a layer of fibrous tissue with a rich network 
of blood and lymph vessels. The endothelial lining 
of the sac was continuous with that of dilated lym- 
phatic vessels. The cyst was therefore a cystic 
lymphangioma. Whether it was a true lymphangioma 
or a simple hyperplasia resulting from an inflam- 
matory process could not be stated with certainty, 
but the authors believe it was the latter. 

Leo M. Zimmerman, M.D. 


Guillemin, A.: Serous Accumulations in the Pelvis 
Following Operation (Collections séreuses pel- 
viennes post-opératoires). Bull. Soc. d’obst. et de 
gynéc. de Par., 1927, xvi, 487. 


The author reports a case in which the patient 
returned to him one month after an uneventful 
hysterectomy complaining of severe pain in the ab- 
domen, sides, and back. In the right side of the 
pelvis a fixed, tender, fluctuant mass the size of an 
orange was discovered. On re-examination from 
week to week, the mass was found to be slowly 
growing smaller. After the complete absorption of 
the mass, the pain ceased entirely. 

In the case of another patient, pain developed in 
the back and pelvis following a somewhat stormy 
convalescence from hysterectomy for pyosalpinx and 
a similar fluctuant mass was found in the left cul- 
de-sac. The symptoms persisted without abatement 
for several months. Ultimately a colpotomy was 
done. About half a glassful of clear, yellowish, 
slightly stringy fluid was evacuated and the cavity 
drained. The symptoms then gradually ceased. 

The origin of these serous accumulations is un- 
known, but serous peritonitis, lymph accumulations, 
and late hematoma formation have been suggested 
as possibilities. Leo M. ZimMerMAN, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Holtermann, C.: Repeated Pregnancy After Amen- 
orrheea Induced by Roentgen Irradiation of 
the Ovaries (Wiederholte Schwangerschaft _ bei 
Amenorrhoe nach Roentgenbestrahlung der Ova- 
ren). Zentralbl. f. Gynack., 1927, li. 2091. 


The case reported was that of a woman thirty- 
two years old, with a rachitic contracted pelvis. In 
1921, because of severe menorrhagia and recurrent 
pulmonary tuberculosis, she was given a full castra- 
tion dose of the roentgen rays on the right side, and 
as this failed to produce the desired result, she re- 
ceived half of the full dose on the left side four weeks 
later. The second irradiation was followed immedi- 
ately by amenorrheea. 

Three years later, without a return of menstrua- 
tion, the patient was delivered by forceps of a still- 
born but full-term and normally formed child, and 
scarcely eleven months after this delivery she gave 
birth to a healthy girl weighing 2,970 gm. In the 
second pregnancy, premature induction of labor was 
done. In the two years during which she was under 
observation, the normally developing child showed 
no evidences of roentgen injury. The mother’s 
amenorrheea still persists. HeEyn (G). 


Taussig, F. J.: The Amniotic Fluid and Its Quan- 
titative Variability. Am. J. Obst. & Gynec., 1927, 
Xiv, 505. 

Recent studies, especially biochemical analyses of 
membranes and amniotic fluid, point definitely to 
a metabolic function of the amnion. While the 
source of the amniotic fluid is believed with reason- 
able certainty to be the amnion epithelium, the 
causes of the quantitative variation in hydramnion 
and oligohydramnion are still unknown. 

Certain types of deformity of the fetus are asso- 
ciated with hydramnion and other types with ab- 
sence of the fluid. In both conditions, malformations 
are very common. 

In oligohydramnion, necrosis of the amnion is 
rather constant and may be an etiological factor. 

In hydramnion, no histological changes in the 
amnion or chemical changes in the amniotic fluid 
have been found to explain the occurrence of the 
condition, but the placenta is usually large and the 
increased surface for secretion may explain the in- 
crease in the quantity of the fluid. There is definite 
evidence of the physiological swallowing of amniotic 
fluid by the fetus, and when the absorption of am- 
niotic fluid is blocked by a hindrance to deglutition 
or a stricture in the upper part of the digestive tube, 
hydramnion results with striking frequency. Espe- 
cially in the acute forms of hydramnion, a twin 
pregnancy (usually uni-ovular twins) is often found. 
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The prognosis for the child is poor in both groups 
of cases. For the mother, the conditions under dis- 
cussion usually mean a complicated, but ordinarily 
not a dangerous, labor. There is some tendency 
toward recurrence. 

The fact that oligohydramnion occurs most fre- 
quently in primipare and polyhydramnion occurs 
most frequently in multipare indicates that the 
physical resistance to expansion of the uterus by the 
abdominal muscles is an important factor governing 
fluid accumulation. E. L. Cornett, M.D. 


Guillemin, A.: Extra-Uterine Pregnancy Ruptured 
by Successive Fissures with Corresponding 
Heematoceles (Grossesse extra-utérine rompue par 
fissurations successives avec hématocéles correspon- 
dantes). Bull. Soc. d’obst. et de gynéc. de Par., 1927, 
xvi, 486. 


The case reported was that of a para-ii, forty-two 
years of age, who had two attacks of abdominal 
pain with nausea and a tendency toward syncope. 
On examination, a tender mass in the region of the 
right adnexa and softening of the cervix were made 
out. Following the patient’s admission to the hos- 
pital, a third abdominal crisis occurred with a 
demonstrable increase in the size of the pelvic 
mass. Laparotomy revealed a hematocele occupy- 
ing the right side of the pelvis and part of the right 
iliac fossa; a second and encysted hematocele cap- 
ping the corpus of the uterus and extending behind 
it; and a third and smaller hematocele, also en- 
cysted, lying in front and to the left of the uterus. 
The third hematocele found proved to be the oldest, 
and the first one, the most recent of the three accum- 
ulations. The right tube, which contained a fetus 
of about three months, was removed. 

This case clearly demonstrated the production of 
three distinct hawmatoceles following three partial 
ruptures of an extra-uterine pregnancy. It is unique 
in that the three accumulations were separate and 
distinct instead of being fused as is usually the case. 
To explain the different positions of the hematoceles 
the author assumes that the tube lay in front of the 
uterus originally and was gradually drawn back- 
ward by the increase in its weight from the succes- 
sive hemorrhages. Leo M. Zimmerman, M.D. 


LABOR AND ITS COMPLICATIONS 


DeLee, J. B.: Two New Ideas on the Mechanism of 
Cervical Laceration During Labor. A Pre- 
liminary Report. Am. J. Obst. & Gynec., 1927, 
xiv, 499. 

When the fetal head distends the cervix, the latter 
may be stretched so much that it gives way at 
the sides, that is, in its congenitally weakest por- 


| 
tiol 
nizi 
me 
I 
the 
cul 
the 
the 
not 
the 
thi 
str 
cer 
pos 
in. 
SO, 
be 
are 
sul 
mé 
ou 
it 
cel 
da 
fib 
TI 
tor 
th 
th 
TI 
fo: 
ut 
th 
va 
ab 
ce 
th 
at 
be 
tu 
m 
he 
H 
|_| 


tions. This form of laceration is the easiest to recog- 
nize, the easiest to sew up, and the one generally 
mentioned in the textbooks. 

In another form of laceration, the mechanism of 
the tear is almost the same, but while the mus- 
culature and fibrous tissues give way at the sides of 
the cervix, which are the congenitally weakest spots, 
the external and internal mucosa of the cervix does 
not give way and there is a submucosal parting of 
the tissues. Inspection of such a cervix will show 
thick anterior and posterior lips with a very greatly 
stretched and excessively thin bridge of tissue on 
each side. By grasping the internal and external 
cervical mucosa with two tissue forceps, it is usually 
possible to separate these two layers from 1 to 1% 
in. without any difficulty, and to discover, in doing 
so, that the very edges, apparently intact, have 
been disunited. Occasionally, however, the edges 
are not torn at all, that is, the laceration is perfectly 
submucous. The repair of such an injury is best 
made by splitting the mucosa and then digging 
out the deeper muscle and fibrous tissue and lifting 
it up so as to pass the needle beneath it. 

A third form of laceration of the cervix is much 
more complicated and not so easy to repair. The 
cervix is dilated radially to the utmost and the 
damage to the tissues is general, that is, all the 
fibers are stretched beyond their limit of endurance. 
The internal mucosa of the cervix becomes cedema- 
tous and is ripped from its base, prolapsing through 
the external os. The cervix after delivery looks like 
the everted anus of the horse. 

The repair of a cervix so lacerated is not easy. 
The edge of the cervix is pulled down with ring 
forceps while the mucosa is pushed up into the 
uterus with the four fingers of the left hand, the 
thumb making counterpressure on the exterior. The 
vagina and bladder are held up by means of a suit- 
able retractor and are not endangered. While the 
cervix is thus restored to its normal condition at 
the stage of full dilatation, three sutures are placed 
at about the juncture of the vagina with the cervix, 
being introduced from the vaginal side. These su- 
tures go down into, but not through, the internal 
mucosa and hold the prolapsed layer in place until 
healing is well under way. The procedure is seldom 
necessary on the posterior lip. E.L. Cornett, M.D. 


Hendry, J.: Spontaneous Rupture of the Uterus 
Before or During Labor. Edinburgh M. J., 1927, 
xxxiv, Edinburgh Obst. Soc., 165. 


Spontaneous rupture of the uterus may occur un- 
expectedly and without warning in the course of 
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pregnancy; unexpectedly and without warning in 
the early stages of labor; or at the end of a prolonged 
obstructed labor, following a definite train of warn- 
ing symptoms, the recognition of which might have 
prevented it. 

The author reports four of his own cases in detail 
and reviews fifty-four others reported in the litera- 
ture. In the author’s four cases rupture occurred: 
(1) in a para-ii with a bicornate uterus, whose first 
delivery was accomplished by version; (2) in a 
para-ii whose first delivery was accomplished by 
caesarean section; (3) in a para-vi after a compara- 
tively short labor with brow presenting; and (4) in 
a para-vi after a long tedious labor with occiput- 
posterior position. 

In twenty-one of forty cases studied, caesarean 
section was found to be the cause of the rupture. In 
sixteen of these twenty-one cases the rupture oc- 
curred during pregnancy and in seven it occurred 
during labor. 

In 25 per cent of the cases studied the cause was 
damage to the uterine wall in previous intra-uterine 
manipulations such as version, manual removal of 
the placenta, difficult forceps delivery, or curettage, 
or of disease of the uterine wall following septic 
abortion, a septic puerperium, or other inflammatory 
condition. One rupture occurred at the site of an 
old perforation caused by a curette. 

Pituitary extract was regarded as the causal fac- 
tor in 10 per cent, while malposition and disparity 
between the size of the presenting part and the 
pelvis was responsible in 124 per cent. The author 
calls attention to the fact that in all of the cases 
studied not a single rupture occurred following my- 
omectomy. 

The principal signs and symptoms were shock, 
pain, hemorrhage, cessation of the fetal heart tones, 
and distinctness of the fetal parts to palpation. 

The author treated all of his own cases by supra- 
vaginal hysterectomy. In one case, extraction of the 
fetus through the vagina was done before the opera- 
tion. E. Miter, M.D. 


Jellett, H.: The Abuse of Cesarean Section. Brit. 
M..J., 1927, ii, 451. 

Jellett states that cesarean section is seldom nec- 
essary and should be avoided whenever possible on 
account of its immediate risk and its possibly crip- 
pling effect upon the patient. 

He cites various statistical reports on the em- 
ployment of the operation in contraction of mild 
degree, eclampsia, and placenta previa. 

Wa cter E. Levy, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Begg, R. C.: Incontinence of Urine of Renal Origin. 
Brit. J. Surg., 1927, XV, 229. 

Begg reports a case of urinary incontinence due to 
irregular development of the renal bud derived from 
the lower part of the wolffian duct. 

Incontinence due to an aberrant ureter occurs ex- 
clusively in females. Corresponding anomalies occur- 
ring in males—in which the ureter opens into the 
prostatic urethra, the vas deferens, or the seminal 
vesicle—are not accompanied by incontinence as the 
latter is prevented by the powerful external sphinc- 
ter. The irritation may cause pollakiuria but never 
incontinence. 

While the anomaly is developmental, its sequele 
are not observed from birth in all cases. When the 
ureter opens close to the internal sphincter, the 
tonicity of the latter sometimes serves to retain 
the urine—at the expense of renal dilatation—until 
the muscle is relaxed in normal micturition. 

In the diagnosis, the surgeon must determine 
whether the aberrant ureter is on the right or left 
side, whether it is supernumerary or single, and 
whether it is infected or dilated. The functional 
value of the renal element involved must also be 
estimated. 

If there is a history of incontinence with normal 
micturition and urine is seen to drip away from the 
vestibule or urethra after the bladder has been 
emptied with a catheter, the diagnosis of aberrant 
ureter is almost certain. The rhythm of the drip is 
similar to that from a ureter draining through a 
ureteral catheter. When the bladder is filled with a 
colored solution—indigocarmine or methylene blue 
—the urine dripping away remains clear. In some 
cases repeated examinations may be necessary before 
the leak is discovered. 

An abnormal orifice is difficult to find even when 
it is known to be present. When it is in the vestibule 
a careful examination with the help of a magnifying 
lens may be necessary. If it is in the urethra a water- 
dilating urethroscope may disclose it if the patient is 
an adult. In young children its discovery by the 
latter method will usually be impossible on account 
of the smallness of the urethra and the difficulty in 
getting sufficient dilatation. 

There should be no difficulty in differentiating the 
ordinary type of enuresis in which there is copious 
bed-wetting which empties the bladder. In cases of 
aberrant ureter the function of micturition is normal 
though there may be frequency from concurrent in- 
fection. A group of cases more difficult to differen- 
tiate are those of diurnal incontinence in children in 
which, as the result of weakness of the bladder mus- 
culature due to infection or other cause, a small 
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quantity of urine escapes on exertion. As a rule this 
does not begin until after the age of 6 years. The 
patient should be closely observed, preferably in a 
hospital. Methylene blue should be given by mouth 
to keep-the urine colored, and filter paper covered 
with a gauze swab placed on the vulva so that the 
smallest leakage may be observed. If, after a week 
of observation with the patient in the recumbent 
position, there is no staining, aberrant ureter can 
probably be excluded. 

In the cases of adults whose incontinence occurs 
only on coughing or exertion, the diagnosis may be 
very difficult as the same symptoms are frequently 
associated with weakening of the vesical sphincter. In 
these cases and those of vesicovaginal fistula the 
history should lead to a thorough urological exam- 
ination. Even in the youngest child, the vagina can 
be satisfactorily examined with the urethroscope. 
The cystic ureter may be palpated through the 
anterior wall of the vagina and urine expressed from 
it. 

The main points brought out in the article may be 
summarized as follows: 

1. There is a rare type of urinary incontinence 
caused by an aberrant ureter opening into the ure- 
thra or the vestibule of the vagina. 

2. The cardinal sign is incontinence in association 
with normal urinary function. 

3. The abnormality can be explained only by the 
assumption that the wolffian ducts enter into the 
formation of the female urethra and vestibule. 

4. Usually the abnormal ureter is one component 
of a double ureter, so that cystoscopy shows two 
normal ureters in the bladder. 

5. The ureter is generally dilated and infected and 
belongs to a kidney which is diseased and has little 
function. 

6. The usual treatment should be nephrectomy or 
partial nephrectomy, but in clean cases ligature of 
the ureter may suffice. If the kidney is performing 
a large share of the renal function, the aberrant ure- 
ter should be implanted into the bladder by a high 
operation. CiarENCE R. O’CRowLeEy, M.D. 


Thomson-Walker, Sir J.: Tuberculosis of the 
Kidney. Brit. M. J., 1927, ii, 625. 

Fullerton, A.: Statistics of Postoperative Survival 
in Renal Tuberculosis. Brit. M.J., 1927, ii, 630. 


THomson-WALKER states that as the result of 
improvement in urological technique and an in- 
crease in our knowledge of urological pathology, the 
operative mortality in tuberculosis of the kidney 
has been reduced from 25.4 to 2 or 3 per cent in the 
last twenty-five years. 

Renal tuberculosis occurs most frequently be- 
tween the ages of twenty and forty years. In chil- 
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dren it is rare, and in the early stages is more fre- 
quently bilateral. The ratio of males to females 
affected is about 2:1. In adults, chronic renal tuber- 
culosis is unilateral in from 80 to go per cent of cases 
in the early stage. 

Strictly speaking, primary tuberculosis of the 
kidney does not occur. A primary focus is always 
present elsewhere in the body although it may not 
be demonstrable clinically. A history of pleurisy 
and clinical evidence of obsolete pulmonary tuber- 
culosis are common, while tuberculous glands of 
the mediastinum are found at autopsy in a large 
proportion of the cases. Active pulmonary tuber- 
culosis is associated with renal tuberculosis in 5.3 
per cent of cases. 

The exact relationship of tuberculous lesions in 
other parts of the body (also secondary) to the renal 
lesion is not always clear, but some of these other 
lesions may be the immediate source of the tubercle 
bacilli infecting the kidney. Those most common 
are genital tuberculosis in the male and tuberculosis 
of the bones and joints. In the cases operated upon 
by the author, tuberculous epididymitis was found 
in 23.3 per cent, tuberculous prostatitis in 15.3 per 
cent, and tuberculous vesiculitis in 7.3 per cent. 

Experimental investigations have revealed evi- 
dence of infection ascending through the lumen of 
the ureter, and histological examinations have shown 
evidence of lymphatic spread of infection along the 
ureter. Pathologically, there is evidence of lym- 
phatic infection from the thorax. However, the 
weight of evidence at the present time indicates 
that the infection in renal tuberculosis is blood borne. 

There are three varieties of renal tuberculosis: (r) 
miliary tuberculosis, (2) chronic renal tuberculosis, 
and (3) tuberculous nephritis. 

Miliary tuberculosis is an acute bilateral condi- 
tion of no surgical interest. 

Chronic renal tuberculosis includes apical tuber- 
culosis, ulcercavernous tuberculosis, tuberculous 
hydronephrosis, caseous tuberculosis, nodular tuber- 
culosis, and tuberculous abscess. In the great 
majority of cases the first change is a small loss of 
substance at the apex of .a pyramid, surrounded by 
a zone of inflammation. The ulceration subsequent- 
ly spreads toward the base of the pyramid, and a 
cavity communicating with the calyx is formed. 
Beyond this is a zone of inflammation which may 
show gray tubercles. There may be also a complete 
zone of gray gelatinous tubercles. Outward from 
the zone of inflammation, isolated tubercles are 
dotted in normal renal tissue or arranged in streaks 
radiating to the surface of the kidney. The surface 
of the kidney shows groups of tubercles over the 
subjacent tuberculous pyramids. In the wall at the 
neck of the calyx or the division of the pelvis at its 
outlet, or in the pelvic wall, fibrous thickening may 
develop and cause occlusion of the passage. Per- 
sistence of urinary secretion in such an area pro- 
duces a localized cyst or hydronephrosis, but if 
urinary secretion is stopped, caseous masses are 
formed. In many cases the ureter is greatly thick- 
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ened and rigid, and shows ulceration, necrosis, and 
caseation of the mucosa. Tuberculous infiltration, 
stricture, and dilatation of the ureter may result. 

In pulmonary tuberculosis the urine may contain 
albumin and casts. In chronic renal tuberculosis 
these may be present also in the urine of the other 
kidney. In the latter condition the symptoms 
usually clear up after removal of the tuberculous 
kidney. In some instances these findings have been 
attributed to toxic nephritis and autopsy has re- 
vealed either an interstitial or parenchymatous 
nephritis but no tuberculous changes. Tubercle 
bacilli have been found also in kidneys without any 
specific tuberculous changes. 

The symptoms of renal tuberculosis do not at 
first, and may never directly, refer to the kidney. 
They may include: (1) bladder symptoms such as 
irritability with increased frequency, (2) urinary 
changes such as polyuria, albuminuria, and pyuria, 
the urine being faintly acid or neutral, (3) the 
presence of tubercle bacilli in the urine, (4) slight or 
occasional hematuria, (5) a continuous slight loss of 
weight, (6) renal pain or colic, (7) slight fever, and 
(8) a palpable swelling of the kidney and thickening 
of the ureter. In uncomplicated cases, tubercle 
bacilli but no other bacteria are found in the urine. 
Renal pain may be slight or absent. Colic may occur 
when there is severe hemorrhage. Fever is rare, 
but occasionally the temperature rises to 99 or 100 
degrees F. A high temperature is indicative of a 
mixed infection or general tuberculosis. 

A tuberculous lesion of the kidney may be ar- 
rested as the result of: (1) disappearance of the 
tubercle bacillus and replacement of the ulcer by 
scar tissue (rare), or (2) exclusion of the tuber- 
culous focus by a ring of fibrous tissue (closed renal 
tuberculosis). In the latter case there may be 
bladder irritability for a time but as this subsides 
and no other symptoms develop the lesion may not 
be discovered until after death. The condition is 
usually discovered during routine examinations by 
roentgenography and cystoscopy. In the presence 
of the symptoms mentioned, cystoscopy and chromo- 
cystoscopy may show a closed and dragged out 
ureter. Both open and closed tuberculosis may be 
present in the same kidney. This explains a tempo- 
rary cessation of symptoms. Urinary tract infection 
may occur from a tuberculous focus which has been 
closed. 

The diagnosis of renal tuberculosis is based upon: 

1. The spontaneous development of cystitis with 
an insidious onset in a young adult in association 
with discomfort, pain, enlargement, and tenderness 
of the kidney. 

2. Aseptic pyuria and albuminuria (constant 
signs). 

3. The presence of tubercle bacilli in the urine. 
This is final proof of urinary tuberculosis, but in 
some cases the bacillus is not demonstrable when 
the symptoms point to tuberculosis and in others 
it is demonstrable when other proofs of tuberculosis 
are wanting. When the bacillus is not demonstrable 
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in the urine the diagnosis may be made on the basis 
of the symptoms, the presence of tuberculous lesions 
elsewhere in the body, especially in the male genital 
system, thickening of the ureter, X-ray shadows of 
caseous masses in the kidney, and positive cysto- 
scopic findings. Tuberculous bacilluria may occur 
in the absence of other signs, but in itself cannot be 
regarded as proof of tuberculous disease of the kid- 
ney. In some instances it may be associated with a 
non-specific nephritis. When pyuria is absent and 
closed renal tuberculosis can be excluded, there is 
no surgical tuberculosis of the kidney. 

4. The complement-fixation reaction. In most 
cases accurate diagnostic methods render this super- 
fluous, but in some cases it is of value. 

5. Positive cystoscopic findings. These alone 
may warrant the diagnosis of renal tuberculosis, 
but the ureteral orifice may be normal when the 
kidney is infected or may be involved in an area 
of tuberculous cystitis when the kidney is free from 
disease. Chromocystoscopy is of little diagnostic 
value. 

6. The findings of catheterization of both ureters 
and examination of the urine with regard to tubercle 
bacilli, other bacteria, and the functional power of 
the kidneys. In cases of advanced tuberculous 
cystitis in which the ureteral orifices are inflamed 
and ulcerated and the passage of a catheter is im- 
possible, the author prefers to do a laparotomy and 
incise the ureter in the lower iliac region for the 
passage of the catheter, but if the ureter is found 
diseased it is not opened. 

7. The demonstration by X-ray examination of 
caseous areas in the tuberculous kidney and thick- 
ening of the ureter, and the demonstration by 
pyelography of changes in the renal pelvis and 
calyces. 

The modern treatment of renal tuberculosis is 
nephrectomy when the other kidney is healthy and 
there are no definite contra-indications. Partial 
nephrectomy has been abandoned because of the 
difficulty of determining the extent of the renal 
disease. Nephrotomy is done only when nephrec- 
tomy is impossible. Obsolete tubercles elsewhere 
in the body do not contra-indicate nephrectomy. 
When active tuberculosis of bones or joints is pres- 
ent, operation on the kidney should be postponed 
until the extra-urinary tuberculosis has been suc- 
cessfully treated. Active pulmonary tuberculosis is 
a contra-indication to operation on the kidneys. 
Tuberculosis of the male genital organs does not 
prevent nephrectomy. In bilateral renal tuber- 
culosis some surgeons remove the kidney showing 
the more advanced disease, but this is justified only 
when one kidney is proved to cause profound 
toxemia and the other is in the earliest stage of 
tuberculous infection. 

In Thomson-Walker’s technique for nephrectomy 
the ureter is removed through the lumbar wound 
as far as the pelvic brim, seared with the cautery or 
pure phenol, ligated, and dropped into the retro- 
peritoneal space. If after six months the disease is 
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still active in the ureter and is infecting the bladder 
extraperitoneal ureterectomy is done through a 
median suprapubic incision. Ureterectomy is ad- 
visable when there is stricture at the lower end of 
the ureter with dilatation of the duct (8 per cent of 
cases). In most cases the wound is closed without 
drainage, but in some instances drainage may bel]! 
necessary on account of oozing or infection of the 
perinephritic tissues by tubercle bacilli or other 
bacteria. Sinuses that appear a few weeks after 
primary healing of the wound are due to tuber- 
culous infections and are treated by curettage, the 
application of iodine, and the administration of 
tuberculin. 

Tuberculous cystitis and ulceration usually sub- 
side after nephrectomy, but in chronic cases the 
full capacity of the bladder is lost and frequency 
develops. The cystitis and ulceration may persist} © 


for years. The treatment of the bladder consists in|} t8¢ 
the administration of sandalwood oil and tuber-|} kid 
culin. High frequency cauterization has been rec- |] 20" 
ommended for superficial and limited ulceration. rené 

In the author’s cases no results have been ob-] 4 P! 


tained from tuberculin alone, but in all cases of} 1 
renal tuberculosis, Thomson-Walker gives tuber- 
culin (T.R.) for two years after nephrectomy. This 
has a beneficial effect on the bladder and tuberculous 
lesions elsewhere in the body. 

FULLERTON reviews a series of 141 cases of renal} the 
tuberculosis, in 73 of which nephrectomy was done. 
Five (6.8 per cent) of the patients died as the result 
of the operation. All of the deaths occurred in the] eft 
first 35 cases. Of the 68 survivors, 55 were traced. 


Fifteen have died since, 4 after long periods of com-} intl 
plete relief. Eleven died probably from a continua-} >To 
tion of the tuberculous infection. Thirty-one of the} ©? 
survivors have been well for periods varying from] Pla 
twenty years to six months since the operation. anc 
Including 4 patients who died from other causes} W@! 
eight years or more after the operation, a total of mC 


35 out of the 55 (more than 63 per cent) were ap- 
parently cured of their urinary symptoms. ‘The by 
sequel in the 9 survivors who were not cured in- 
clude frequency, pulmonary involvement, epididy- by 
mal involvement, spinal caries, and prostatic in-}] W% 
volvement. All of these survivors, however, report the 
more or less general well being. fou 

Of sixty-eight patients treated medically, espe-} 
cially with tuberculin, forty-one were traced. In} ' 
these cases the condition was of the usual type, and 
except in five or six, operation was not contra-§ ™4 
indicated when the patient was first seen. Twenty-§ P» 
six (63 per cent) of the patients are dead. The} 5” 
survivors lived in more or less comfort for periods} ™@ 
ranging from one year to eighteen years after the 
onset of symptoms, but only two were really well.§ 
In three cases there were deposits in the prostate, 
vesicles, or epididymis and a bacilluria was present ] 
when the patient was first seen. One patient who § P’ 
had bilateral involvement in the early stages is well J P* 
seven and a half years after the onset of symptoms J ™¢ 
but has an occasional attack of frequency. The} '! 
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other survivors showed symptoms up to five years 
from the onset of the illness. 

These findings indicate that operation is the best 
treatment of renal tuberculosis. If operation is 
performed early before deep ulceration appears in 
the bladder, relief is almost immediate. Even in 
late cases a cure may be obtained if the other kidney 
is sound. Deep ulceration and the presence of 
tubercles in the bladder render the prognosis less 
favorable, especially as regards the relief of fre- 
quency of micturition. Frequency ensues even 
when healing occurs because the scarred and con- 
tracted bladder cannot expand. 

Louis NEuwELT, M.D. 


Thompson, T.: Carbuncle of the Kidney. Lancet, 
1927, ccxiii, 695. 

Carbuncle of the kidney is defined as a hema- 
togenous infection of the interstitial tissue of the 
kidney producing a localized and circumscribed 
zone of multiple suppurating foci, the remaining 
renal substance being unaffected. There is always 
a primary focus, as a rule a furuncle of the skin. 

The author reports the case of a woman fifty-two 
years of age who developed a carbuncle of the neck 
during January, 1926. Incision was done for evacu- 
ation of the pus. While convalescing, the patient 
took a sea voyage. During this trip, at the end of 
the first week in February, 1926, she knocked her 
left loin rather severely against a bunk. Ten days 
later she was taken ill with severe pain in the 
left side, a high temperature, and general malaise. 
There were no urinary symptoms. A diagnosis of 
influenza and pleurisy was made and the patient 
brought back to England. After her arrival she 
continued to run an irregular temperature and com- 
plain of intense pain in the left side of the abdomen 
and loin, her general condition became worse, there 
were occasional rigors, and the swelling rapidly 
increased in size. 

On March 8, 1926, the left kidney was explored 
by Kidd. This operation revealed a perinephric 
abscess and bulging of the lower pole of the kidney 
by an ill-defined indurated swelling. The abscess 
was opened and drained, the kidney removed, and 
the wound drained. The pus from the abscess was 
found to contain staphylococcus aureus in pure cul- 
ture. The patient made a slow but uneventful 
recovery. 

The certain diagnosis of renal carbuncle can be 
made only at operation, but the occurrence of a 
pyrexial illness accompanied by chills, pain, and 
swelling in the loins within a few weeks after a pri- 
mary staphylococcal infection of the skin, particu- 
larly when there is a history of a blow to the kidney 
region during the intervening time, should always 
suggest this condition. 

In the first few days of the illness, the unexplained 
pyrexia may suggest an influenzal attack. When 
pain is an early feature, a cough develops, and the 
movement over cne pulmonary base is diminished, 
it may suggest pleurisy or pneumonia, but a careful 
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examination of the lungs will fail to reveal any other 
abnormal signs. It may simulate also a bacillus 
coli pyelitis, but frequency of micturition and 
dysuria are not common; the urine is nearly always 
sterile and free from pus, and the usual alleviation 
of symptoms does not follow the administration of 
alkalies. 

Within a few days of the onset a deep swelling 
appears, which is generally recognized as a peri- 
nephric abscess. Psoas abscess and, on the right 
side, appendiceal abscess and acute cholecystitis 
must be excluded by careful consideration of the 
history and the findings of physical examination. 

The presence of a primary suppurative lesion 
suggests the possibility of secondary metastatic ab- 
scesses in the kidney. In cases of secondary renal 
abscesses the urine always contains a considerable 
amount of albumin, pus, and organisms. In renal 
carbuncle the function of the kidney as estimated 
by the rate of excretion of dyes is not impaired, 
whereas in cases of secondary metastatic abscesses 
of the kidneys it shows gross impairment. 

When the perinephric abscess is drained at 
operation, inspection of the kidney will generally 
reveal a swelling at one pole, with the point at 
which it has ruptured visible on the surface. If, 
following the drainage of what is believed to be a 
simple perinephric abscess, the wound continues 
to discharge after the elapse of a reasonable period 
of time, the possibility that a carbuncle in the kid- 
ney has been overlocked should be considered. In 
such cases an exploration will be necessary. Con- 
siderable help may be obtained by injecting the 
sinus with bismuth paste or lipiodol, when the pres- 
ence of an irregular cavity within the kidney sub- 
stance may be demonstrated. 

If a case is seen early, medical treatment may 
be tried with collosol manganese, staphylococcal 
vaccines, or sodium nucleinate. When a perinephric 
abscess is diagnosed, surgical interference is always 
indicated. Drainage is never sufficient; in most 
cases nephrectomy will be necessary. When the 
carbuncle is found to be single, small, and at one 
pole, the ideal treatment consists in excising it. 
The rest of the kidney, which is unaffected, should 
be left since, as Kretschmer has shown, a second 
carbuncle may occur in the opposite kidney. 

CLARENCE R. O’Crow_ey, M.D. 


Danhiez, P.: Massive Infarcts of the Kidneys (Les 
grands infarctus rénaux). J. d’urol. méd. et chir., 
1927, Xxili, 481. 

Although only about forty cases of massive renal 
infarction have been reported in the literature, the 
condition is not very rare. Experimental work with 
regard to the effect on the kidney of ligation of the 
renal vein or renal artery has yielded somewhat con- 
tradictory results, but it appears that ligation of 
the vein leads to necrosis of the kidney and death 
in only about 60 per cent of the experimental ani- 
mals whereas arterial ligation is always followed by 
necrosis of the organ. 
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In man, the most frequent causes of renal infarcts 
are embolism and thrombosis of endocardial or 
aortic origin. Less common causes are childbirth 
and abortion. Unusual causes are neoplasms, local 
injuries to the vessels, compression, torsion, or kink- 


ing of the pedicle, diphtheria, scarlet fever, grippe, 


and retrograde thrombosis. Virchow reported the 
occurrence in children of diarrhceal disturbances 
leading to dehydration or pressure on the renal vein 
by the inferior vena cava. 

The pathological changes are those of infarction 
elsewhere. Here and there islets of viable tissue are 
found. In some instances several infarcts are pres- 
ent. The other kidney may undergo septic changes, 
often shows small infarcts and areas of necrosis, and 
is liable to irreparable damage if the affected organ 
is not removed. 

The clinical picture is characterized by pain, 
oliguria, albuminuria, and hematuria. The pain 
occurs at the onset of the attack. It is general at 
first, but quickly becomes localized in the lumbar 
region. It is of a severe stabbing character and re- 
sists morphine, often persisting for several days. It 
rarely radiates to the thigh or pudendal region. 

The albuminuria is constant and massive. If 
albumin was present in the urine before the attack, 
it is increased after the attack. It is due to vascular 
congestion and the elimination of necrotic products. 

Oliguria is present in practically all cases. There 
is usually a diminution to from 500 to 800 c.cm. 
Sometimes only from 100 to 200 c.cm. of urine is 
passed in twenty-four hours. Anuria may occur, 
especially if both kidneys are affected. 

Hematuria occurs in from 30 to 40 per cent of 
the cases. It is rarely of a gross nature and at 
times can be detected only with the microscope. It 
lasts for two or three days. Occasionally there is 
cylindruria (hyaline), hemoglobinuria, or pyuria. 
Ureteral catheterization on the affected side yields 
a few drops of bloody fluid containing albumin and 
casts. A renal tumor very tender to the touch is 
felt in the flank. 

The general symptoms are not characteristic, but 
as a rule the condition causes vomiting, collapse, and 
a rise in the temperature to from 102.2 to 104 
degrees F. 

When operation is not performed, the attacks 
recur at intervals of a few days or weeks until death 
results from uremia or peritonitis. 

The treatment indicated is nephrectomy to save 
the other kidney. Even when this is performed 
early, infarction may already have occurred in the 
other side or may occur there later. 

Micwaet L. Mason, M.D. 


Biancheri, T.: The Diagnosis and Treatment of 
Malignant Tumors of the Kidney (Note sulla 
diagnosi e sulla cura dei tumori maligni del rene). 
Arch. ital. di chir., 1927, xviii, 434. 

In cases in which the presence of a tumor of the 
kidney is suggested by hematuria, pain, and swell- 
ing, catheterization of the ureters, roentgenography, 
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and pyelography should be done at once. The first 


will show the origin of the hemorrhage and indicate 


which is the diseased kidney, and the second and 
third will show the deformity of the kidney and 
pelvis which is characteristic of renal tumor at a 
time when clinical examination is still negative. 

Pyelography is of very great value. In doubtful 
cases it should be repeated in series at intervals of 
a few weeks or months and a comparative study 
should be made of the pyelograms obtained in this way 
to determine whether the deformity is progressive. 
Progressive deformity is a certain sign of tumor. 

The only possible treatment of tumor of the kid- 
ney is nephrectomy. As a rule this should be done 
by the paraperitoneal route, with free exposure of 
the hilus and observance of the general rules govern- 
ing the removal of malignant tumors. 

Auprey G. Morcan, M.D. 


Motz, G.: Pyelography and Pyeloscopy in the 
Diagnosis of Tumors of the Kidney and Renal 
Pelvis (La pyélographie et la pyéloscopie dans le 
diagnostic des tumeurs du rein et du _ bassinet). 
Arch. urol. de la clin. de Necker, 1927, Vi, 1. 


The author reviews twenty-five cases of renal 
tumor in which a pyelographic examination was 
made, and supplements his article with pyelograms. 

Pyelography may show changes in the outline of 
the calyces and renal pelvis due to protuberances 
or depressions, total or partial disappearance of the 
outline of the pelvis, total or partial disappearance 
of one or more calyces, amputation of the calyces, 
central or marginal gaps, a change in the orientation 
of the calyces and pelvis, deviation of the upper 
end of the ureter, or distinctness of rigidity of 
the outlines. None of these deformities, however, is 
pathognomonic of cancer as they may all be caused 
by clots, calculi, and infections. Moreover, a cancer 
may develop for a certain length of time without 
causing deformity of the pelvis or calyces. 

In cases of cancer causing renal tumor and hema- 
turia, the cancer is sufficiently advanced for clinical 
diagnosis and pyelography is of only secondary 
importance. When there is only a tumor, pyelog- 
raphy or, better, pyeloscopy, will show that the 
tumor is a renal neoplasm and will exclude other 
forms of enlarged kidney, such as polycystic kidney. 

Hematuria alone is the most frequent sign. 
Pyelography should always be done in cases showing 
only hematuria, as it may make an early diagnosis 
possible. No exploratory operation should be per- 
formed without preliminary pyelography. If the 
pyelogram shows the slightest deformity of the caly- 
ces or renal pelvis in such cases, operation should 
be considered. 

Of eighteen cases of renal cancer observed at the 
Necker Clinic, sixteen showed deformity of the 
calyces and renal pelvis on pyelographic examination. 
Of ten cases in which hematuria was the only sign 
and the diagnosis was doubtful, deformity of the 
pelvis confirming the clinical suspicion of cancer was 
found in every case. 
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{f pyelography is performed systematically in all 
cases of hematuria suggestive of cancer, it will 
sometimes give a sufficiently early diagnosis of 
renal cancer to permit successful operation. 

Aubrey G. Morean, M.D. 


MacKenzie, D. W., and Waugh, T. R.: Cystade- 
noma Pseudopapilliferum Malignum of the 
Kidney with Metastases in the Tongue. J. 
Urol., 1927, xviii, 331. 

The authors report a case of cystadenoma pseudo- 
papilliferum malignum of the kidney with metas- 
tases in the tongue. It presented not only unique 
features but characteristics of importance with re- 
gard to the histogenesis and pathogenesis of the 
tumor. The patient was a man sixty-five years of 
age. In the right side of the tongue, in immediate 
proximity to a dirty, ragged tooth stump, there was 
a hard indurated lump covered by a slightly ulcer- 
ated mucosa. On the same side there were several 
enlarged submaxillary glands. The abdomen was 
distended by a mass which filled the entire right 
side and extended slightly across the midline. 
Roentgenograms of the long bones and the chest 
showed no evidence of metastases. A cystoscopic 
examination was essentially negative except that 
roentgenograms of the ureteral catheters in place 
showed the right catheter pushed over to the left 
beyond the midline, and the pyelogram of the right 
pelvis showed no shadow. 

Operation was performed first on the tongue and 
submaxillary glands because they presented a clini- 
cal picture of primary carcinoma. After the uro- 
logical examination, the right kidney and the mass 
were exposed extraperitoneally through a curved 
loin incision which extended anteriorly almost to the 
median line. 

The gross specimen of the tumor mass consisted 
of a rather small kidney, the lower pole having been 
replaced by a thick-walled, ellipsoidal cyst the size 
of a pumpkin, which was distinctly separated from 
the rest of the kidney by its thick capsule. The 
cyst contained 2,750 c.cm. of turbid, chocolate- 
colored fluid. The outer surface of the cyst wall 
was smooth. The inner surface was covered by a 
soft, spongy, yellowish, friable tissue. 

Microscopic sections of the kidney at a distance 
from the cyst showed relatively well-preserved 
parenchyma with an increase in the irregular, hya- 
line, fibrous connective tissue between the tubules 
in the medulla. A few tubules were obliterated. In 
parts of the hyaline tissue, calcareous degeneration 
had occurred. 

Sections taken from the various areas of the 
tumor tissue presented the metamorphosis of the 
neoplastic growth. Near the cyst wall, at the 
pole of the kidney, the section showed mature, 
regular, closely-packed, tubular acini which re- 
sembled the tubules of the medulla of the kidney. 
The cells rested on a rather rudimentary basement 
membrane. The growth here would be called 
“adenoma.” 
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Sections nearer the cyst began to show a less 
orderly arrangement. The tubules became larger, 
irregular, and cystic, with invagination of the 
walls, the picture of “cystadenoma” being pro- 
duced. 

Farther away from the kidney under the cyst 
wall the cells took on a less mature appearance, but 
a basement membrane was preserved. Pseudo- 
papilliferous projections occurred into the lumen of 
the dilated acini which were found to be portions 
of aborted and incomplete tubular walls, the inner 
portion of which had undergone atrophy and nec- 
rosis. The cells became more immature. Such a 
structure would be termed “cystadenoma pseudo- 
papilliferum.” 

Finally there occurred areas of atypical arrange- 
ment of embryonal cells breaking through the base- 
ment membrane. This structure represented the 
complete metamorphosis and was called “cyst- 
adenoma pseudopapilliferum malignum.” 

Microscopic sections of the tongue and glandular 
structure showed a metastatic growth simulating in 
evety respect the malignant portion of the kidney 
tumor. 

In the authors’ opinion, the various steps showing 
the metamorphosis of this neoplasm support the 
theory that malignant growths of the kidney may 
arise from benign adenomata. Attention is drawn 
to the gross similarity of this neoplasm to the hyper- 
nephroma. The difference between true and pseudo- 
papilliferous projections into the lumina of cystic 
growths was carefully worked out. The authors 
agree with Borst that the majority of papilliferous 
cystadenomata of the kidney are of the false type. 

The literature ‘shows considerable confusion in 
regard to nomenclature, classification, and deriva- 
tion of these malignant atypical epithelial tumors 
of the kidney. The authors report their case not 
only because of its unique clinical and pathological 
features, but also because they desire to simplify 
the classification of such neoplasms by emphasizing 
their possible modifications and transitions in 
growth. 

The article is supplemented by a comprehensive 
bibliography and photomicrographs showing the 
transitional phases of the neoplasm. 

J. Eowin Kirkpatrick, M.D. 


Marogna, P.: Duodenal Fistula Following Nephrec- 
tomy (Sulle fistole duodenali consecutive a nefrec- 
tomia). Ann. ital. di chir., 1927, vi, 657. 


The patient whose case is reported was a man 
forty-five years of age who had suffered for years 
from renal colic. When the author first saw him he 
had an enormous pyonephrosis and a temperature 
of from 40 to 41 degrees C. A roentgenogram showed 
calculi. 

When the sac was incised, a lumbar fistula secret- 
ing purulent urine remained. Three months later 
the kidney was removed. The operation was diffi- 
cult because of adhesions. On the fourth day after 
the operation, a perforation in the duodenum through 
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which bile was being discharged was found. The 
author concluded that the duodenum was injured 
in the difficult task of removing the kidney. The 
perforation was successfully closed by direct extra- 
peritoneal suture. 

In cases with this complication, the soft parts 
should be protected with fat to prevent their 
digestion. Fecher introduces into the fistula a 
tampon of cotton impregnated with olive oil. As 
the oil does not mix with the intestinal fluid, the 
tampon prevents the discharge of intestinal con- 
tents and permits cicatrization of the skin lesion 
caused by the discharge. Fecher reported the cure 
of thirteen fistule in this way in from twelve to 
fifty days. In two cases the fistula was in the 
duodenum; in five cases, in other parts of the small 
intestine; in five cases, in the cecum; and in one 
case, in the colon. 

In the author’s cases, liquids and food by mouth 
are withheld in order to decrease the duodenal ex- 
cretion of bile and pancreatic juice into the duo- 
denum and the patient is fed for a while with 
alkaline or neutral foods through a jejunal tube to 
get him in condition for operation. Direct extra- 
peritoneal suture is then performed, the duodenum 
being mobilized as much as possible. After the op- 
eration, the patient is fed by nutritive enemata and 
glucose hypodermoclysis. 

Auprey G. Morean, M.D. 


Gaudiani, V.: Surgical Treatment of the Ureter 
with an Extravesical Opening (Il trattamento 
chirurgico dell’ uretere con sbocco extravesicale). 
Arch. ital. di chir., 1927, xviii, 468. 

In a girl, six years of age, who was examined for 
enuresis existing since birth, a supernumerary ureter 
was found. This originated in an accessory pelvis 
of the left kidney, and its external orifice was in a 
small para-urethral caruncle. Before the mode of 
operation was decided upon, tests were made to 
determine the renal function on both sides. The 
presence of two normal ureteral orifices in the blad- 
der was established by cystoscopy. Indigocarmine 
and phenolphthalein tests indicated normal func- 
tional activity of the right kidney and marked im- 
pairment of function of the left kidney (urine of a 
very low specific gravity and no elimination of the 
dye from either the normal or the supernumerary 
ureter). 

Because of these findings, the author resected the 
upper portion of the left kidney, including the 
accessory pelvis, together with the enormously di- 
lated proximal segment of its ureter. The distal 
segment he left im situ. 

Microscopic examination of the excised renal tis- 
sue showed atrophy of the glomeruli and extensive 
proliferation of the interstitial connective tissue. 

f the various plastic methods that have been 
tried, transplantation of the ureter into the wall of 
the bladder seems to be the only promising one, and 
this is useless except in cases in which the ureter 
drains a healthy kidney; in all others (decidedly the 
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majority), total or partial resection of the kidney 
is the method of choice. Mra A. GILDERSLEEVE. 


Schreiber, M.: Ureteral Stricture; Its Anatomical 
and Pathological Background; Based upon the 
Findings in 100 Consecutive Autopsies. Swr:., 
Gynec. & Obst., 1927, xlv, 423. 


By a study of autopsy material, histological prep- 
arations, clinical records, and autopsy records the 
author attempted to answer the following questions: 

1. Is there such a pathological lesion as that de- 
scribed by Hunner and his followers? 

2. If so, is its incidence as great as the reports 
indicate? 

3- Does focal infection play a part in its etiology? 

4. If not focal infection, what is the true patho- 
genesis? 

5. What are the finer and yet gross “physiolog- 
ical” anatomical structural forms that may give to 
pyelographic and wax-bulb methods those clinical 
signs that are interpreted as ureteral stricture? 

The autopsy material consisted of 100 consecutive 
unselected autopsies, 79 performed on adults and 21 
performed on children. After careful examination of 
the organs in situ, the entire pelvic contents with the 
ureters attached were dissected free en masse. Par- 
ticular attention was paid to: (1) the course of the 
ureter, (2) the ligamentum latum with the crossing 
of the uterine artery over the ureter, (3) the presence 
or absence of uterine prolapse or cystocele, (4) the 
course and ureteral relations of the vas deferens, (5) 
the seminal vesicles and prostate, (6) the iliac and 

hypogastric vessels and glands, and (7) the bladder, 
both its internal and external surface. , 

The ureters were then examined for both physio- 
logical and pathological zones of narrowing and 
widening and changes of density in their walls. In 
nearly every instance, histological sections of the 
ureters were made. 

Clinical records were examined for a history of 
urinary disturbance, focal infection, or ureteral 
stricture, physical findings relative to the urinary 
tract, and physical findings relative to focal infec- 
tion. 

Autopsy protocols were investigated as to the 
chief anatomical diagnosis, the special anatomical 
diagnosis relative to ureteral stricture, and special 
anatomical findings of focal infection. 

In 26 of the 100 cases some form of ureteral disease 
was found. Twenty of the subjects with ureteral 
disease were adults. In 5 of the 26 cases the condi- 
tion was primary in the ureter. In 2 of these 5s, 
examination revealed stenosis at the pyelo-ureteral 
area; in 1, stenosis at the juxtavesical region; and in 
2, congenital bifid ureters with hydro-uretero- 
nephrosis. 

In 21 cases the pathological condition of the ureter 
was secondary to a neighboring pathological process. 
Of the 9 females, inflammation of various pelvic 
organs was found in 5; chronic cystitis in 2; and pro- 
lapse of the uterus in 2. Of the 10 males, prostatic 
obstruction was found in 5; cystitis of neurological 
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origin in 1; cystitis in 1; tuberculous peritonitis in 1; 
and foci of lymphatic leukemia in 2. Of the 2 chil- 
dren, a subureteral fibrosis at the site of the crossing 
over of the lateral umbilical ligament and oblitera- 
tion of the hypogastric artery were found in one and 
—o deposits of lymphatic leukemia in the 
other. 

The autopsy findings in each case are described in 
detail. The following conclusions are drawn: 

1. Stricture of the ureter is a definite pathological 
entity. 

2. The discovery of ureteral stricture or stenosis 
in 12 per cent of the autopsies corroborates the great 
number of ureteral strictures or stenoses reported 
clinically. 

3. Latent symptomless hydro-ureteronephrosis 
due to ureteral stricture or stenosis is of relatively 
frequent occurrence, as was evident from the fact 
that it was found in 1o per cent of the autopsies. 

4. Ureteral stricture as a localized intrinsic inflam- 
matory process in the ureteral wall, metastatic in 
character, and due to focal infection, apparently 
does not occur or is extremely rare as compared with 
ureteral strictures or stenoses of other origin. 

5. Ureteral stricture or stenosis is found most fre- 
quently in the pelvic ureter, in a zone from 2 to 6 
cm. up from the ureteral orifice. 

6. As prime etiological factors in the pathogenesis 
of ureteral obstruction due to stricture and stenosis 
we would emphasize in the order named: (a) con- 
genitally accentuated narrowing of a physiologi- 
cally narrow site, (b) extension of inflammatory 
processes into the ureteral wall from adnexal disease 
with or without thrombophlebitis, and advanced 
chronic cystitis, (c) the occluding, kinking power 
of crossing anatomical structures such as the vas 
deferens in the male and the uterine artery in the 
female. 

7. Caution is necessary in the interpretation of the 
physical signs obtained by the wax-bulb hang method 
of Hunner, especially in the very important region 
from 2 to 6 cm. up from the ureteral orifice, since in 
this region are found numerous physiological sites of 
narrowing and increased density of the ureteral wall, 
namely, (a) the juxtavesical zone, (b) the iliac zone, 
(c) the ligamentum latum region, the site of crossing 
of the uterine artery, (d) the vas deferens region, the 
site of the crossing of the vas deferens, (e) the site of 
the obliterated hypogastric artery, and (f) the 
so-called “‘valve formation” in the juxtavesical 
region. D. M.D., 


Carson, W. J.: Metastatic Carcinoma in the 
Ureter. Ann. Surg., 1927, 1xxxvi, 549. 


Carson reports the gross and microscopic findings 
made at autopsy in 2 cases of primary carcinoma of 
the prostate extending to the ureters by way of the 
lymphatics. In Case 2 there were metastases also 
in the renal pelvis. 

In the literature only a few cases of metastatic 
carcinoma of the ureter and kidney are to be found. 
In 1925 the author first demonstrated and reported 
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cancer cells in the perivascular lymphatics of the 
ureter secondary to primary carcinoma of the pros- 
tate, bladder, and eervix uteri. The rarity of 
metastases to the ureters from the prostate and 
other pelvic viscera is due in all probability to the 
drainage of the lymph downward in the lower por- 
tion of the ureter. 

Carson’s article contains photomicrographs of 
tumor cells in the perivascular lymphatics of the 


ureter and kidney pelvis. 
J. Epwin Kirkpatrick, M.D. 


BLADDER, URETHRA, AND PENIS 


Graves, R. C.: Studies on the Ureter and Bladder 
with Especial Reference to Regurgitation of 
the Vesical Contents. The Bladder Pressure- 
Curve in the Human. J. Urol., 1927, xviii, 321. 


The one fundamental requisite for regurgitation 
of the contents of the bladder is a sustained tonic 
contraction of the vesical musculature as it actively 
resists distention. Atonic bladders never regur- 
gitate; therefore postmortem experiments are futile. 
With regard to experiments on animals, Graves 
states that there are no intrinsic anatomical differ- 
ences, such as have been claimed, between the 
ureterovesical relationship of the laboratory animal 
and that of man. 

Bladder regurgitation is of clinical interest be- 
cause of its very obvious relation to ascending kid- 
ney infections. 

Graves believes that, in man, regurgitation oc- 
curs in the presence of obstruction at the bladder 
outlet. In his study of the phenomena he has em- 
ployed a new instrument with which it ‘is possible 
to record accurately the development of intravesical 
pressure during bladder filling. This apparatus was 
devised by Rose, of St. Louis, who has recently pub- 
lished a report of his studies on the pressure in 
various types of human bladders with particular 
reference to the diagnosis of disturbances of inner- 
vation. 

Graves describes the active animal bladder from 
which regurgitation readily takes place, the passive 
animal bladder from which regurgitation is not to 
be expected, and the characteristic human pressure 
curves which place the human bladder in the active 
group. Louis Gross, M.D. 


Joelson, J. J., and Lower, W. E.: Inflammatory 
Lesions of the Bladder Simulating Neoplasm: 
A Report of Three Cases. Surg., Gynec. & Obst., 
1927, xlv, 417. 

Inflammatory lesions of the bladder simulating 
neoplasm are not common. 

In the first of the authors’ three cases, cystoscopic 
examination revealed a sessile, reddish tumor about 
1.5 cm. in diameter which was raised about 1 cm. 
above the mucosa and overlay and concealed the 
orifice of the left ureter. On its surface there were 
numerous rounded villi. The rest of the bladder was 
practically normal. 
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A diagnosis of carcinoma was made and the tumor 
with its surrounding mucosa was removed. The 
pathologist reported many typical tubercles with 
giant-cell formation. 

Subsequent cystoscopic examination showed the 
right kidney to be normal and to have good function. 
The left kidney was a source of infection and its 
function was greatly reduced. Prior to the operation 
the bladder urine was negative, but following the 
operation it contained pus and tubercle bacilli. 
Nephrectomy was refused. 

In the authors’ second case the patient was referred 
for urological examination eleven months after a 
bilateral salpingo-odphorectomy. The pathologist 
had made a diagnosis of tuberculous salpingitis, 
odphoritis, and endometritis. The diagnosis of endo- 
metritis was made from tissue obtained by curettage. 
There was a sinus due to a small piece of the mass 
which could not be removed. 

Cystoscopy revealed, on the right posterior wall of 
the bladder, a circumscribed rose-colored tumor 
about 2 cm. in diameter and 1 cm. in height. This 
neoplasm was sessile and had club-shaped villi, some 
of which seemed to be cystic. The ureteral urines 
were normal, but cultures of both the kidney and 
bladder specimens showed bacillus coli. 

Vaginal examination revealed a pelvic mass directly 
posterior to the bladder lesion, and a diagnosis of 
inflammatory reaction of the bladder wall was made. 
Removal of the pelvic mass was refused. 

The authors’ third patient was first seen two weeks 
after the onset of bladder symptoms. Vaginal exam- 
ination revealed a large tender pelvic mass extending 
more to the left than to the right of the midline. 
This could be palpated in the lower abdomen. 

Cystoscopic examination demonstrated an exten- 
sive tumor involving the posterior and left lateral 
walls of the bladder. This tumor was sessile, reddish- 
gray, and covered with rounded villi. A moderate 
cedema was present. 

The neoplasm was believed to be an inoperable 
carcinoma which had passed through the bladder 
wall and involved the surrounding tissue. Because 
of the very distressing symptoms, transplantation of 
the ureter was advised. 

Operation revealed a large, firm, inflammatory 
mass adherent to the bladder, sigmoid, and small 
intestine. In its center the left tube and ovary and 
a small amount of pus were found. A salpingo- 
odphorectomy was done. The left wall of the bladder 
was involved by a firm induration. This was not 
opened as it was believed to be inflammatory. The 
pathologist failed to find malignancy or tuberculosis. 
When the patient returned eight months later the 
bladder was normal. 

The symptoms of the lesions described were dysu- 
ria, frequency, nocturia, and pyuria in two of the 
cases and hematuria in one case. 

Inflammatory lesions are made up of large, club- 
shaped villi which may appear cystic. Their color is 
usually a rose red. There is no ulceration. As two of 
the tumors described were caused by contiguous 
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inflammation, the possibility of an inflammatory 
tumor should be considered, especially in the cases 
of women. In doubtful cases a biopsy may help in 
the diagnosis. D. Pickrett, M.D. 


Heimann, F.: The Changes in the Bladder in Cases 
of Cancer of the Uterus Treated by Irradiation 
(Die Blasenveraenderungen beim bestrahlten Ge- 
baermutterkrebs). Zentralbl. f. Gynaek., 1927, li, 
1899. 

The cystoscopic findings in cases of carcinoma of 
the cervix of the uterus are a decisive factor in the 
treatment of the latter condition. If the bladder is 
involved by the carcinoma the case is unsuited for 
operation and should be treated by irradiation. 

The bladder changes may be divided into four 
groups: (1) prominence of the trigone, (2) oedema 
of the bladder wall (transverse folds), (3) bullous 
oedema, and (4) perforation of the carcinoma. 

Heimann studied the various bladder changes 
during irradiation in a large number of cases. He 
came to the conclusion that the changes in the lesion 
may be determined to a certain extent from the 
cystoscopic findings. Improvements and aggrava- 
tions in the carcinomatous condition during treat- 
ment are almost always associated with improvement 
or aggravation of the bladder picture. The more 
frequent use of cystoscopy as a control in the irra- 
diation treatment of uterine carcinoma is recom- 
mended. WILLE (G). 


Dean, A. L., Jr.: Ulceration of the Bladder as a 
Late Effect of Radium Applications to the 
Uterus. J. Am. M. Ass., 1927, Ixxxix, 1121. 


The author reports three cases in which, from four- 
teen to twenty-four months after radium treatment 
for carcinoma of the uterine cervix, pyuria, dysuria, 
and hematuria developed and cystoscopic examina- 
tion showed an ulcerated area in the bladder sur- 
rounded by a ring of cedema. Biopsy specimens were 
negative for malignancy. 

As such ulcers are probably the result of a central 
necrosis due to insufficiency of the blood supply, the 
author believes their treatment by destructive 
agents such as fulguration, the actual cautery, or 
diathermy would be dangerous. He has found the 
most successful treatment to be the oral adminis- 
tration of an alkaline hyoscyamus mixture supple- 
mented by the intravesical instillation of mercuro- 
chrome. Henry L. Sanrorp, M.D. 


Falcone, R.: A New Method of Treating Hypospa- 
dias (Su di un nuovo processo per la cura dell’ipospa- 
dia). Arch. ital. di chir., 1927, xviii, 497. 

In the procedure described, two vertical incisions 
are made in the skin of the scrotum about 3 or 4 
cm. apart, beginning at the level of the hypospadias 
opening. They are made a little longer than the 
penis. The flap so formed is dissected free, the 
edges are turned together and sutured so as to form 
a tube with the skin surface outside, and the edges 
of the defect are sutured together. The wound is 
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then allowed to cicatrize for four or five weeks until 
circulation is established in the tube. 

At the end of that time the tube is cut free at its 
lower end, slit longitudinally, turned inside out, and 
sutured to form a tube lined inside with skin and 
with the bleeding surface outward. Two incisions 
are then made in the skin of the penis, one at the 
hypospadias opening and the other at the sulcus of 
the glans, and free dissection is done so as to leave a 
tunnel along the penis. The tube is caught and 
pulled through this tunnel and through another 
made in the glans and brought out at the meatus, 
where its edges are sutured. The posterior opening 
is then closed. 

This method can be used in all cases except those 
in which the hypospadias opening is very far forward. 

Auprey G. Morcan, M.D. . 


GENITAL ORGANS 


Lower, W. E.: Complete Closure of the Bladder 
Following Prostatectomy. J. Am. M. Ass. 
1927, 1xxxix, 749. 


The author describes a method of suturing the 
bed of the prostate securely with complete closure of 
the bladder following prostatectomy. He has used 
this procedure in fifty cases. He believes it is contra- 
indicated in the presence of severe cystitis. 

In the closure of the prostatic bed, no packing of 
any kind is used. An in-lying catheter with two 
openings is placed in the urethra. With a dot-and- 
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dash type of switch, a suture of No. o or No. 1 cat- 
gut is passed below the catheter from the bottom of 
the prostatic bed along its wall up through and to 
include a small margin of the bladder mucosa. The 
needle is then removed and threaded on the other 
end of the suture, and the same procedure carried 
out on the opposite side. As many such sutures are 
placed above the catheter as may be necessary to 
close the cavity. One fine suture is used to anchor 
the catheter in position. A soft rubber cigarette 
drain is placed in the space of Retzius for a few days. 

With the aid of this technique, Lower has found 
that the period of convalescence has been shortened, 
postoperative care has been lessened, and the danger 
of suprapubic fistula has been reduced. He em- 
phasizes the necessity for avoiding stricture forma- 
tion at the vesical neck in suturing the prostatic 
bed about the catheter and avoiding the use of heavy 
catgut which may act as a residual foreign body. 

In the discussion of this paper, CuuTE, LEwis 
and RANDALL emphasized the importance of ade- 
quate postoperative drainage. 

D. Homes, M.D. 


Campbell, M. F.: Gonococcus Epididymitis. Ann. 
Surg., 1927, Ixxxvi, 577. 


This article is based on a study of 3,000 cases of 
gonococcal epididymitis treated at Bellevue Hospi- 
tal, New York, during the last eight years. The 
important conditions from which this disease must 
be differentiated are genital tuberculosis, non-spe- 


Technique for closure of capsule after prostatectomy (Lower—Complete Closure of 


the Bladder Following Prostatectomy). 


ory 
ses 
yin 
ses 
ion 
li, 
of 
he 
ris 
for 
ur 
na 
US 

eS 
Te 
on 
he 
nt 
nt 
re 
a- 
n- 
1e 

\ 
> 
| 
; 


128 INTERNATIONAL ABSTRACT OF SURGERY 


cific epididymitis (bacillus coli and staphylococci), 
lues, and torsion of the spermatic cord. 

In the cases reviewed the morbidity was high but 
there were no deaths. Benzla found sterility in 
10.5 per cent of patients who had gonorrhcea with- 
out epididymitis; in 23.4 per cent of those with uni- 
lateral epididymitis; and in 41.7 per cent of those 
with bilateral epididymitis. 

Various palliative measures are discussed. Dia- 
thermy relieves the pain but does not shorten the 
course of the disease. Vaccines, sera, intravenous 
medications, foreign protein injections, and various 
local medicaments are of little value. The best pal- 
liative treatment is rest in bed, the use of a special 
zinc oxide suspensory, and the application of ice to 
the affected region. If the severe pain persists more 
than forty-eight hours, surgical treatment should 
be given. Sterility is no greater after operation than 
without operation. Early operation may decrease 
the secondary complications such as suppuration 
and subsequent loss of orchitic tissue. Open epi- 
didymotomy by the method of Hagner is the proce- 
dure of choice. In Bellevue Hospital this operation 
is followed by the application of a special scrotal 
hemostatic compression bandage. Most of the 
patients are sent home cn the sixth day. 

Mavrice MEtTzer, M.D. 


Morris, J. H.: Malignant Tumors of the Testicle, 
with Special Reference to Classification. Arch. 
Surg., 1927, XV, 530. 

Morris says that malignant tumors of the testicle 
constitute less than 3 per cent of all malignant 
tumors, but their unique features have focused 
upon them a degree of interest and study which is 
in striking disproportion to their incidence. 

In a case which he reports in detail, the ento- 
dermal derivative predominated in the primary 
tumor in the form of embryonal adenocarcinoma, 
but the potentialities of the other suppressed layers 
were evidenced by a variety of visceral matastases 
in which all three germ layers were represented. 
One of the metastatic deposits disclosed a structure 
which has been identified by advocates of Chevassu’s 
theory as characteristic of the seminomatous tumor. 
The latter, because of its cell morphology and its 
supposed homologous nature, is said to be derived 
from the adult cells of the seminiferous tubules, 
thus precluding any teratogenous relationship. 


The tissue with a seminomatous structure ap- 


peared as a deposit associated with a group of tri- 
dermal visceral metastases the origin of which was 
unquestioned. Therefore, if it is true, as stated by 
Schultz and Eisendrath, that all of the metastases 
of any given tumor will be formed by the particular 
tissue components of the primary tumor which has 
taken on malignant proliferation, it follows logically 
that at least in this instance seminomatous tissue 
was a constituent of a mixed heterologous tumor of 
undoubted embryonal type. 

If the foregoing premise is correct the conclusion 
is warranted that, at least in an isolated case, semi- 


nomatous tissue has been demonstrated as an ele- 
ment of a heterologous embryonal structure of tera- 
tomatous nature. 

It seems justifiable to conclude also that the large- 
celled tumor of the testicle is of embryonal type; that 
the theory of its invariable unicellular or homolo- 
gous nature has been disproved; and that the evi- 
dence adduced from the case reported substantiates 
Ewing’s theory of the teratomatous origin of the 
tumor. Louis Gross, M.D. 


MISCELLANEOUS 


Cutler, I. H.: Obstruction of the Urinary Tract. 
Internat. J. Med. & Surg., 1927, xl, 328. 


Cutler discusses various urological instruments 
and procedures and states that an accurate diagnosis 
can be made in about go per cent of urological cases 
by the intelligent use of the urological armamen- 
tarium. He reports six cases in detail to illustrate 
the different types of urinary obstruction, the 
method of procedure in each type, and the results 
obtainable. 

Obstruction of the urinary tract appears to be a 
common factor in renal diseases. The injury it 
causes is directly proportional to its degree and its 
distance from the renal cortex. As cases of different 
etiology present similar symptoms, a careful uro- 
logical study is essential. The most valuable aids 
in the diagnosis of obstruction of the upper urinary 
tract are the wax-bulb ureteral catheter and the 
pyelo-ureterogram. 

Most obstructions of the upper urinary tract, with 
the exception of those due to neoplasms, may be 
cured or relieved by so-called closed operative pro- 
cedures through the cystoscope. In hypertrophy of 
the prostate the establishment of drainage before 
enucleation is essential. In obstructions at the 
neck of the bladder the most thorough drainage is 
obtained by suprapubic cystotomy. 

Tuomas F. Frnecan, M.D. 


Kreutzmann, H. A. R.: Poliomyelitis Involving 
the Urinary Tract. California & West. Med., 1927, 
XXVii, 503. 

Kreutzmann has had under his care a case of 
poliomyelitis which presented findings similar to 
those of spinal cord bladder but in which none of 
the spinal cord conditions usually associated with 
spinal cord bladder was discovered. 

In the literature, the bladder involvement of 
poliomyelitis is described as occurring in the acute 
stage. Only one case is reported in which the uri- 
nary tract was involved in the later stages of the 
disease. 

Kreutzmann draws the following conclusions: 

‘zx. In the early. stages of poliomyelitis, acute re- 
tention is sometimes a complicating factor. 

2. In chronic poliomyelitis there may be gross 
changes in the urinary tract which will give rise to 
the typical findings characteristic of spinal cord 
bladder. Louis Gross, M.D. 
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Eberbach, C. W., and Arn, R. D.: Hexylresorcinol 
in Urinary Tract Infections: Therapeutic 
Effect. J. Am. M. Ass., 1927, 1xxxix, 512. 


During a period of two years the authors used 
hexylresorcinol in the treatment of about 200 cases 
of urinary tract infection. Eighty-two cases were 
controlled with sufficient accuracy to present evi- 
dence for or against the value of the drug. The 
following conclusions are drawn: 

1. Hexylresorcinol alone will cure about one- 
third of patients with infections of the upper uri- 
nary tract in which foci of infection and urinary 
tract obstruction have been removed. In an addi- 
tional 20 per cent, it will give a symptomatic cure. 
In about 43 per cent it will improve the condition, 
and in about 25 per cent it will have no effect. 

2. In all but about one-fourth of the cases of in- 


fection of the upper urinary tract an important and 
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valuable effect of the drug is its rapid and continued 
relief of symptoms. 

3. The earlier im the course of the disease that 
treatment is begun the greater the chance for cure. 
In cured cases, the average duration of symptoms is 
nine and one-half months, and in cases benefited, 
twenty-three months. 

4. In mixed infections under treatment, cocci 
often disappear from the urine while colon bacilli 
persist. 

5. Coccus infections respond to treatment with 
hexylresorcinol far more certainly than bacillary or 
mixed infections. 

6. If the use of hexylresorcinol is combined with 
other effective methods of treating infection of the 
upper urinary tract, it is probable that the percen- 
tage of cures will be considerably increased. 

Tuomas F, Frnecan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Schauffler, R. McE.: Recurrent Multiple Osteo- 
myelitis Due to Staphylococcus Aureus. J. 
Bone & Joint Surg., 1927, ix, 740. 


Schauffler reviews a group of cases of recurrent 
multiple osteomyelitis due to staphylococcus aureus, 
in which there was an acute onset in childhood 
followed by numerous remissions and exacerbations. 

There is usually involvement of one or both 
femora, including the hip joint, or two or more foci 


in the humeri or tibia. Several severe lesions appear - 


in rapid succession, and others occur within one or 
two years with lesions of the periosteum or deep 
fascia. Painful swellings may resolve or suppurate. 
The abscesses heal promptly after surgical or spon- 
taneous drainage. Lesions of the humerus, central 
and lower tibia, and ulna and radius recover by 
spontaneous or surgical sequestration, whereas many 
lesions of the shaft of the femur form extensive 
sequestra which require operation. 

In the less severe types of cases there are one or 
more major bone lesions and a long series of perios- 
teal or deep fascia lesions. 

Of eighty-five cases of osteomyelitis studied, sixty 
presented single lesions, five showed syphilitic in- 
volvement, and twenty had multiple lesions, seven 
being of the severe and thirteen of the less severe 
types. 

Schauffler emphasizes the necessity of search- 
ing for and eradicating the quiet foci in the cancel- 
lous bone. These are found most often in the upper 
tibia and next most often in the femur. Their 
presence may be determined by careful X-ray 
examination of a focus in which the sinus re-opens or 
near which small new abscesses form. 

The article includes a number of case reports. 

Rupotps S. Retcu, M.D. 


Dega, W., and Zeyland, J.: The Pathogenesis of 
Osteitis Fibrosa (Contribution 4 l’étude de la 
pathogénie de l’ostéite fibreuse). Lyon chir., 1927, 


XXIV, 377- 


The case reported seems to add weight to the 
theory of the non-specific origin of Recklinghausen’s 
disease. Following a bilateral Schede-Ludloff opera- 
tion for hallux valgus on a foundry worker thirty- 
three years of age, an examination of the excised 
portion of the right metatarsal head showed the 
following changes at their height in two well-defined 
foci communicating with the periosteum: fibrous 
degeneration of the bone marrow, lacunar resorp- 
tion by osteoclasts, hemorrhagic foci, and an in- 
tense vascular sclerosis. Vascular lesions on the 
left metatarsal of a similar nature but less marked 
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indicated an initial stage, of which the more defi- 
nitely circumscribed lesions on the right side were 
a later development. The cause appeared to be 
purely local, but the case is of interest in view of 
certain known instances of generalized arterioscle- 
rosis accompanied by osteitis fibrosa (Stenholm). 
Mina A. GILDERSLEEVE. 


Bérard and Tavernier: The Treatment of Osteosar- 
comata by Physical Agents (A propos du traite- 
ment des osteosarcomes par les agents physiques). 
Lyon chir., 1927, Xxiv, 451. 

Commenting on Tavernier’s methods of diagnos- 
ing and treating spindle-cell sarcoma, BERARD cites 
the results obtained with roentgen and radium 
therapy by Regaud and others. Except in the case 
of a patient with spindle-cell sarcoma of the orbit, 
who has remained free from recurrence for two years 
following roentgen irradiation, Bérard has not yet 
obtained a final cure with radiotherapy. 

Of Regaud’s eight cases, with involvement of the 
orbit, upper and lower jaws, ulna, and humerus, 
seven have remained cured since 1919. Prolonged 
roentgen treatments with moderate dosage are given 
except for the smaller tumors of the upper jaw. The 
latter are treated preferably by evacuation followed 
by radium therapy. 

Bérard agrees with Regaud as to the importance 
of biopsy. In cases of extensive malignancy, bi- 
opsy should be preceded by roentgen irradiation. It 
determines the diagnosis, prognosis, and method of 
treatment. 

TAVERNIER attributes Regaud’s advocacy of 
biopsy to inadequate knowledge of the possibilities 
of diagnosis by roentgenography. By means of the 
roentgenogram it is possible to distinguish benign 
tumors from sarcomata, and osteitis and spindle-cell 
sarcomata from osteitis, whereas biopsy is frequently 
uncertain and always dangerous. Moreover, in 
cases in which a preliminary irradiation is given, the 
biopsy must be done before the tissues undergo any 
visible change and this is impossible if the sessions 
are distributed over a period of ten days or so, as is 
desirable. Mina A. GILDERSLEEVE. 


Gruca, A.: A Case of Congenital Ulno-Palmar 
Club-Hand with Subluxation of the Fingers 
(Un cas de main bote cubito-palmaire congénitale 
avec subluxation des phalanges). Rev. d’orthop., 
1927, XXXiV, 407. 

The six-year-old child whose case is reported 
presented congenital malformations of the left 
foot and both hands, but was otherwise normal. The 
hands were held in exaggerated palmar flexion, 
strongly adducted toward the ulnar side, with the 
fingers hyperextended at the metacarpophalangeal 
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joints and flexed at the interphalangeal joints. The- 


radial styloid was quite prominent, the proximal 
phalanges appeared somewhat shortened, and the 
thumb was adducted and seemed smaller than 
normal. Except for some questionable atrophy, the 
arm and forearm were normal. Flexion at the wrist 
to a right angle and extension to the horizontal were 
possible. Pronation was somewhat exaggerated, but 
supination was almost absent. Active flexion of 
the fingers was impossible. Passive extension was 
possible to 90 degrees. Flexion was opposed by 
the dorsal ligaments and tendons. Movements of 
the thumb were about normal. The left foot pre- 
sented an equinovarus deformity. There were no 
pathological neurological findings. 

Manual reduction and massage were instituted 
and the hands put in celluloid splints at night. 
After a year the hands appeared almost normal, 
showing only a slight tendency toward the former 
vicious deviation. Active movements, however, were 
not much improved. 

Cases of this deformity not associated with osseous 
dystrophy are rare. As far as the author is aware, 
the subluxation at the metacarpophalangeal joints 
has not been described previously. 

The pathogenesis of the condition is not explained. 
Amniotic pressure (Dareste), amniotic bands (Kir- 
misson), and osseous and muscular dystrophy have 
been suggested as causes. In the case reported, 
dystrophy or aplasia of the lumbricals and interossei 
with contraction of the flexor carpi ulnaris and weak- 


. hess of the finger flexors would explain the deformity. 


The etiology is important from the standpoint of 
treatment. If no serious muscular disturbance is 
present, treatment similar to that for club-foot 
should be adequate, but if the muscles are atrophied 
or dystrophic, tenoplasties of various sorts are 
indicated. Micuaet L. Mason, M.D. 


Donati, M.: Lower Dorsal Kyphosis in Adolescents 
(Su la cifosi dorsale inferiore. degli adolescenti). 
Arch. ital. di chir., 1927, xviii, 560. 


The author reports a number of cases of low dorsal 
kyphosis and supplements his report with roent- 
genograms and photographs. The condition may 
be due to different causes, but occurs during the 
years of growth. There is an indisputable connection 
between growth and the kyphosis. Cases in which 
the condition occurred in infants have been re- 
ported, but in the author’s opinion these were 
probably cases of Pott’s disease. 

The localization of the disease in the lower 
dorsal column is due to a special predisposition of 
the bodies of the lower dorsal vertebrez which are 
the last to complete their normal development and 
in which there frequently persists a transverse 
median area less rich in bone lamella than the other 
vertebre and having a larger marrow space. This 
area is constant in infants and disappears gradually 
with the development of ossification. In addition 
to these changes in the central part of the body there 
are others of varying intensity in the epiphysis. 
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When these are particularly marked, even if there 
is no spontaneous pain or pain on pressure, which 
is not frequent, the hypothesis of an epiphysitis 
or an osteochondritis deformans may be justified. 
In some cases trauma or acute infection may impress 
special anatomical characteristics on the kyphosis. 
If an early diagnosis is made and proper treat- 
ment is applied, the disease may be cured or at least 
improved and its progress stopped. Further studies 
are necessary to determine its etiology and patho- 
genesis. The theory ascribing the condition to 
osteochondritis may explain some of the severe 
cases, and the theory ascribing it to epiphysitis may 
explain some of the milder ones, but neither of 
these theories will explain all. There is no doubt, 
however, that there is a relation between growth 
and the kyphosis and that the localization in the 
lower dorsal column is due to the special morpho- 
logical conditions and decreased resistance -of the 
lower dorsal vertebra. Auprey G. Morcan, M.D. 


Wallace, J. O., and Permar, H.H.: Internal De- 
rangement of the Knee Joint. J. Bone & Joint 
Surg., 1927, ix, 677. 

A dislocated semilunar cartilage in the knee joint 
acts as a foreign body. If an acute dislocation is re- 
duced and the joint is put at rest, complete recovery 
usually results. Recurrent dislocations cause ex- 
tensive joint changes such as longitudinal splitting 
or transverse fracture of. the cartilage with dis- 
placement of the fragments. These result first in an 
aseptic inflammation with congestion and a serous 
and cellular exudate and later in hyperplasia of the 
synovial membrane or overgrowths of granulation- 
like tissue followed by congestion, vascularization, 
and fibrosis of the fat pads. The smooth articular 
surface is covered with a film of granulation tissue 
called pannus. The fat pads may be injured coinci- 
dently with the cartilage and become swollen and 
congested, the condition suggesting a dislocated 
semilunar cartilage. If a bit of fringe or villus 
becomes centrally degenerated it may calcify, be- 
come detached, and form a foreign body which, if 
covered with cartilage; develops into a joint mouse. 

Internal derangement of the knee joint may be 
caused by trauma ranging from a simple sprain of 
the internal lateral ligament to dislocation and 
fracture of a semilunar cartilage, rupture of the 
crucial and lateral ligaments, and fracture of the 
spine of the tibia. There is usually a history of 
sudden severe strain with the knee in a flexed posi- 
tion, a slipping sensation within the joint, inability 
to extend the knee completely, and severe pain. In 
chronic cases there is intermittent slipping in the 
joint without locking, tenderness along the internal 
lateral ligament and over the anterior margin of 
the tibia medially, and recurrent effusions into the 
joint with subsequent stretching of the capsule and 
ligaments and atrophy of the muscles. The scar 
tissue at the side of the torn cartilage causes a curling 
of the cartilage. In another group of cases there are 
the usual points of tenderness and effusion. A char- 
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acteristic sign is slight limitation of complete ex- . like a trowel, is introduced into the incision at a point 


tension due to partial locking of the joint. 

Roentgenograms may demonstrate a narrowing 
of the joint space on the side of the injured carti- 
lage, a thickening of the structures in the anterior 
pouch, and lipping at the margin of the condyles 
due to a thickened pannus formation. The external 
semilunar cartilage is rarely injured. When it must 
be removed, the removal of the internal cartilage is 
also advisable. 

The treatment consists in the removal of the 
irritating cause. In seventy-one arthrotomies per- 
formed in the usual manner with the knee flexed, 
the internal semilunar cartilages were removed in 
sixty-three, the external semilunar cartilages in 
eight, fat pads in three, and both cartilages in three. 
In three cases the semilunar cartilage was found to 
be tuberculous, and in one case a tuberculous cyst 
was found springing from the anterior end of the 
semilunar cartilage. In one case the posterior horn 
of the internal semilunar cartilage was ruptured and 
adhered to the fragment above the internal condyle. 

Rupotps S. Retcu, M.D. 


Brisset: Ruptures of the Tendon of Achilles (A 
propos des ruptures du tendon d’achille). Bull. et 
mém. Soc. nat. de chir., 1927, liii, 982. 


Ruptures of the tendon of Achilles, while not 
common, are far from rare. In two cases seen by the 
author, the rupture occurred while the patient was 
pushing a barrel. In one case it occurred at the 
insertion, and in the other in the upper third, of the 
tendon. The latter case was of special interest be- 
cause it had remained untreated for three months 
with the following effects: marked inability to flex 
the foot; marked reduction of the force of flexion; 
and rapid fatigue which prevented the patient from 
working. At operation, each fragment of the tendon 
was found drawn to a point, this making end-to-end 
suture difficult. 

An excellent result was obtained by suturing the 
tendon and maintaining the foot in extreme flexion 
for several days. 

When they are operated upon immediately, these 
ruptures are cured very easily. 

ABert F, DEGRoat, M.D. 
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Grantham, S. A.: A Method of Spinal Fixation in 
Tuberculous Spondylitis in Children. J. Bone 
& Joint Surg., 1927, ix, 748. 

Grantham describes a simplified method of 
splinting the spine with autogenous bone grafts 
for tuberculous spondylitis. 

A 1-in. transverse incision is made just beneath the 
spinous process of the second vertebra below the 
lesion, through the supra-spinous ligament, to a 
point just above the level of the lamina. A tunneling 
osteotome, 51% in. long, with a rectangular groove 
56 in. wide, and % in. deep, and with a handle bent 


on the posterior process just above the lamina. The 
first process is then divided. The spinous processes 
are then divided to a point two vertebre beyond the 
other end of the lesion, and with the instrument in 
situ an autogenous tibial graft fitting into the groove 
of the instrument is inserted into the tunnel. The 
osteotome is then withdrawn with the graft in con- 
tact with the stumps of the spinous processes and 
with the lamina below. The only sutures necessary 
are those for closing the wound. . 

After the operation the patient is permitted to 
be up and about as soon as he desires. Grantham 
prefers this method to the Hibbs and Albee proce- 
dures because the latter require division of the dorsal 
fascia which he considers of importance for support. 
Moreover, this method gives immediate immobiliza- 
tion, takes much less time than the other procedures, 
and is attended with very little shock. 

The article includes a report of six cases in which 
favorable results were secured. 

Rupotps S. Reicu, M.D. 


Osgood, R. B.: Etiological Factors in Certain Cases 
of So-Called Sciatic Scoliosis. J. Bone & Joint 

Surg., 1927, ix, 667. 

Osgood, Goldthwait, and Bucholz believe that in 
some cases sciatic scoliosis is dye to arthritis result- 
ing from the absorption of toxins from the large 
intestine in intestinal stasis. In numerous instances, 
a roentgenological study made following the admin- 
istration of a barium enema revealed retention of 
the barium in the caecum or transverse or descending 
colon after seventy-two hours. 

In Osgood’s cases the patient is put upon a non- 
constipating diet, and faulty bodily mechanics are 
corrected by exercises. Frequently an abdominal 
pad or a light brace is applied to maintain the cor- 
rection of the ptosis when the patient is ambulatory. 
Mineral oil and agar are given and, if necessary, are 
supplemented by senna, licorice powder, castor oil, 
or colonic irrigations. Occasionally oil enemas are 
given, first every day and later every other day or 
twice weekly. Drown’s method of abdominal mas- 
sage is used. 

Six cases due to intestinal stasis are reported. In 
all, the régime suggested resulted in marked im- 
provement. Rupotpu S. Reicu, M.D. 


Lambrinudi, C.: A New Operation on Drop-Foot. 
Brit. J. Surg., 1927, XV, 193. 

In the operation described by Lambrinudi, an 
incision 4 in. long is made above the external malleo- 
lus close to the posterior margin of the fibula, 
carried down below the external malleolus, and 
terminated at the center of the middle metatarsal 
bone. The skin and all of the soft parts down to the 
periosteum are then dissected back so as to expose 
the foot and back of the ankle, care being taken to 
leave intact the anterior and posterior ligaments of 
the ankle joint itself. The peronei are divided low 
down and dissected up. The astragaloscaphoid joint 
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is opened and the knife carried under the head and 
neck of the astragalus into the front part of the 
subastragaloid joint. The interosseous ligament is 
then divided and the knife carried into the posterior 
compartment of that joint. 

The subastragaloid joint is sufficiently freed to 
allow the foot to be dislocated inward, the astragalus 
being left iz situ. In order to mobilize the foot a 
little more, the soft parts are dissected away from 
the upper surface of the os calcis and the lower 
articular surface of the astragalus, and a notch is 
made horizontally from side to side in the postero- 
inferior aspect of the scaphoid. The head of the as- 
tragalus is then depressed to its utmost limit and 
the neck is sawed through. The foot is dorsiflexed 
so that the cut surface of the os calcis and the sharp 
anterior margin fit into the notch made in the 
scaphoid. 

The obliquity of the saw cut through the neck of 
the astragatus depends upon the angle at which it is 
desired to set the foot. If the paralysis is complete, 
the foot should.be set at an angle of 95 degrees to 
the leg. If the paralysis is incomplete, the foot 
should be set in varying degrees of equinus so that 
whatever power remains may be employed over 
a more useful range. 

The angle produced between the articular surface 
of the os calcis and the astragalus, both denuded 
of their cartilage, is filled up by a graft taken from 
the excised head and neck of the astragalus. This 
graft is not intended to act either as an intra- 
articular or extra-articular block; it is designed 
merely to increase the anteroposterior thickness of 
the astragalus when it is placed in the practically 
vertical position. 

This operation has been tried for almost all 
degrees of foot-drop from complete paralysis of the 
dorsiflexors to partial paralysis associated with 
valgus and varus deformity. It has been done also 
on patients between the ages of six and sixteen 
years. In seven of nine cases it was completely 
satisfactory. The two failures were due to slipping of 
the astragalus. The best functional result is ob- 
tained in cases of partial paralysis because in these it 
is possible to place the foot at an angle which enables 
the patient to make better use of the power he has 
left. In one case Lambrinudi transplanted the active 
peronei into the tibialis anticus and posticus and set 
the foot at an angle of roo degrees. A very good 
result was obtained. Whether the paralysis is 
complete or not, it is best not to set the foot at 
right angles to the leg because this makes the wear- 
ing of an ordinary heel uncomfortable and pre- 
vents the active gastrocnemius from coming into 
action during walking. If the foot is set at 95 de- 
grees there is a range of passive dorsiflexion of from 
95 to 85 degrees and the gastrocnemius, acting 
through even this small range, gives some spring 
to the gait. 

The patients walk with an ordinary boot without 
a limp and have no pain. In none of the cases has 
arthritis developed. 
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The operation permits a certain range of move- 
ment at the ankle joint, enabling the gastrocnemius 
to come into action during an important phase of the 
step forward and at the same time keeps the foot 
up sufficiently for it to clear the ground. Only the 
subastragaloid joint is arthrodesed. 

S. C. WoLpENBuRG, M.D. 


FRACTURES AND DISLOCATIONS 


Conwell, H. E.: The Treatment of Acute Commi- 
nuted Fractures About the Elbow Joint: A 
Report of Sixty Cases. South. M.J., 1927, xx, 579. 

Cohn, I.: Fractures of the Upper Third of the Ulna. 
South. M. J., 1927, xx, 585. 

Shipley, A. M.: Open Reduction of Fractures of 

' the Forearm. South. M.J., 1927, xx, 595. 


CONWELL reviews cases of comminuted fractures 
about the elbow joint with severe trauma of the soft 
parts. In all, the treatment was carried out in a 
ren simple traction device designed by 

im. 

The average time of hospitalization was thirty- 
two days. The end-results were less satisfactory 
in industrial cases than in civilian cases. The author 
effects immediate reduction under general anesthe- 
sia regardless of the condition of the soft parts. The 
arm is then put in traction in abduction with the 
elbow flexed to the maximum, and the flexion is in- 
creased daily until full flexion is obtained at about 
the fifth day. On the fifth day extension is begun and 
reaches the maximum on about the twelfth day. 
Active motion is begun as soon as possible. Physio- 
therapy in the form of heat and massage is begun 
after the fifth day. 

In all of the cases reviewed a Wassermann test of 
the blood was made immediately after the injury. 
Of the fifteen cases in which a positive reaction was 
obtained, twelve gave negative reaction a few days 
after the injury. 

Coun states that traumatic ankylosis of the elbow 
is not an uncommon sequel of fractures about the 
elbow. There are certain types of fractures that will 
regularly result in partial or complete ankylosis 
unless definite effort is made from the onset to pre- 
vent disability. One of these is a fracture of the 
ulna, particularly of the upper third. 

In fractures of the upper third of the ulna reduc- 
tion of the deformity is essential. When the de- 
formity is reduced, no limitation of motion results. 
If it is not possible to maintain the reduction, open 
operation is advisable. 

Fracture of the upper third of the ulna should be 
treated by hyperflexion of the elbow. 

Maintenance of the normal carrying angle is es- 
sential for a perfectly functioning elbow. Any- 
thing which will permit greater freedom of the ulna 
in anes direction considerably alters the carrying 
angle. 

In fractures of the upper third of the ulna there 
is-a definite pendulum swing of the upper fragments 
to the radial side. This is due in part to contraction 
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of the anconeus and supinator brevis which originate 
from the external condyle and are attached to the 
upper fragment. The upper fragment is flexed by 
the brachialis anticus and the biceps. The resulting 
flexion and the radial deviation of the upper fragment 
stretch the internal lateral ligament of the elbow, 
and the deviation alters the relationship of the 
sigmoid cavity to the articular surface of the 
humerus, thus limiting the motion of the joint. 

In replacing the ulna and elbow joint the author 
uses, instead of only a linear incision, both a linear 
and a semicircular incision. 

SHIPLEY advocates open reduction for fracture of 
both bones of the forearm when overriding is present 
and for late treatment or malunion of Colles fracture. 

FREDERICK A. Jostes, M.D. 


Boorstein, S. W.: Fractures of the Spine. Am. J. 
Surg., 1927, iii, 116. 


Fracture of the spine is sometimes not recognized 
because of mildness of the symptoms. The author 
describes the symptoms of fractures occurring at 
different levels. 

The diagnostic value of anterior, posterior, lat- 
eral, and stereoscopic roentgenograms is emphasized. 
Other factors of importance in the diagnosis are: 
(1) a history of spinal injury, (2) tenderness localized 
in the spine, (3) persistent spinal pain, (4) pain re- 
ferred from the nerve roots in the region of the in- 
jury, (5) weakness and deformity of the spine, and 
(6) symptoms of pressure on the cord such as ab- 
sence of normal reflexes. 

The treatment of different types of spinal frac- 
tures is discussed in detail and the following con- 
clusions are drawn: 

1. In every case of injury to the spine a careful 
examination for spinal fracture should be made. 

2. The patient should be kept at rest until the 
examinations are completed. 

3. If the roentgen-ray examination will not en- 
danger the patient, it should be made immediately. 
Otherwise it should be delayed for from twenty-four 
to forty-eight hours. 

4. Factors of importance in the diagnosis are a 
history of injury to the spine and localized spinal 
pain and stiffness. 

5. If the first roentgenogram is negative but the 
symptoms point to a fracture, another roentgeno- 
gram should be made after a few days. 

6. In the treatment, rest on a Bradford frame 
should be followed by the application of a plaster 
jacket or two plaster shells. 

7. If the cord is partially injured and there are 
positive signs of pressure on the cord, laminectomy 
is to be considered. 

8. Laminectomy may be advisable even when 
there are no positive signs of pressure on the cord. 

g. In complete transverse paralysis it is doubt- 
ful whether operation will help. 

1o. In late cases with pain, a fusion or bone graft- 
ing operation on the spine should be considered. * 

FREDERICK A. Jostes, M.D. 


Putti, V.: The Treatment of Central Luxation of 
the Femur (Sulla terapie della lussazione centrale 


del femore). Chir. d. organi di movimento, 1927, xi, 


530. 

The essential principle in the treatment of central 
luxation of the femur is traction in the direction of 
the long axis of the neck of the femur. The author 
uses general anesthesia, but spinal anesthesia may 
be employed. The patient is placed on the operating 
table with the hip extending slightly over the edge. 
The trochanter is located by palpation, and a hori- 
zontal incision about 10 cm. long is made down to 
the bone. The blunt tissues are dissected away until 
the trochanter is exposed. A metal nail is passed 
through the trochanter perpendicular to the long 
axis of the femur. The nail is about 25 cm. long and 
5 mm. in diameter, and protrudes about 3 cm. at 
each end. Two rubber drainage tubes are used to 
prevent contact between the nail and the soft parts. 
The skin incision is sutured with horsehair or silk. 
By grasping the two ends of the nail, Putti makes 
traction in the direction of the long axis of the neck 
of the femur while an assistant makes counter- 
traction. When a moderate degree of force is used, 
crepitation is heard and the bone is felt to yield. 
When the bone has been restored to position, a 
plaster cast covering the pelvis and thigh is rapidly 
applied. This plaster cast has a handle-like arrange- 
ment for the exercise of traction. 

The cast and nail are left in place for about three 
weeks. Frequent roentgen examinations are made 
to see if any change in the traction is necessary. 
On the tenth day the skin sutures are removed. 
Every other day, aseptic medication is applied 
to the entrance and exit wounds of the nail. After 
removal of the nail and cast, massage, thermother- 
apy, and gradual exercise are used. The patient is 
not allowed to walk until after two months. 

The author has treated three cases in this way, 
one of them fifteen years ago; the results were 
excellent. Aubrey G. Morean, M.D. 


Stebbing, G. F.: Fractures of the Upper End of the 
Femur. Brit. J. Surg., 1927, Xv, 201. 


Stebbing states that in 341 cases of fracture of the 
upper end of the femur, fractures through the great 
trochanter were twice as cemmon as fractures 
through the neck. Fractures through the neck are 
best treated by the Whitman method, and fractures 
through the great trochanter by Buck’s extension 
and traction. Open operation is not necessary in 
any recent fractures. The best first-aid treatment 
is the application of a Thomas knee splint with axial 
extension. In the cases reviewed, the disability 
resulting from fracture of the neck was much greater 
than that resulting from fracture through the great 
trochanter, but many patients with fracture of the 
neck recovered sufficient function to enable them to 
return to their former employment. 

Fractures of the neck of the femur are due to an 
axial twist of the lower limb, while those through the 
great trochanter are caused by indirect violence. 
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Direct blows on the great trochanter do not fracture 
the femur, but if the force is great enough, cause 
fractures through the acetabulum. 

S. C. WoLpENBURG, M.D. 


Angelelli, O.: Traumatic Luxations of the Knee 
(Le lussazioni traumatiche del ginocchio propria- 
mente dette). Chir. d. organi di movimento, 1927, 
Xl, 435+ 


Angelelli reports the case of a man of thirty-six 
years who fell from a height of about 10 meters, 
striking violently on the postero-external surface of 
the left leg and heel with the leg in extension. The 
roentgenogram showed a forward dislocation of the 
tibia on the femur. When this was reduced and 
splinted, the patient recovered with the joint in 
good position in twenty days. 

Luxations of the knee joint may occur forward, 
backward, laterally, inwardly, outwardly, antero- 
laterally, or as the result of rotation. The author per- 
formed experiments on cadavers to determine the 
mechanism of their production. In complete anterior 
and posterior luxations produced experimentally by 
indirect action he found more or less extensive lesions 
of the capsule at its anterior, posterior, or lateral 
insertions, depending upon the kind of luxation 
produced. There were always lesions of both of the 
crucial ligaments, the anterior one being most fre- 
quently detached from its tibial insertion and the 
posterior one detached from its femoral insertion. 
Partial detachment of the patellar ligament from 
its tibial insertion was frequent,whereas total detach- 


ment or detachment from its femoral insertion was 
rare. The lateral internal ligament was almost 
always detached from its tibial insertion. The 
external lateral ligament was usually intact, but in a 
few cases was partially detached from its tibial 
insertion. Not infrequently the head of the fibula 
was dislocated. The posterior ligament was the 
most resistant; in only a few cases was the middle 
part of its tibial insertion detached. The semi- 
lunar cartilages were usually detached from their 
anterior or posterior insertions according to whether 
the dislocation was anterior or posterior. 

Unruch says that complete anterior dislocation 
of the tibia by indirect action can be produced by 
flexion combined with movements of rotation and 
lateral strain, and the author found this mechanism 
effective in his experiments. Malgaigne’s mechanism 
of forced extension was not effective in producing 
anterior luxation, but caused posterior luxation. 
The author was able to produce anterior dislocation 
by forced hyperextension combined with move- 
ments of rotation and lateral strain. The experiments 
give a very good idea of the mechanics of the knee 
joint, the resistance and elasticity of the different 
ligaments, and the approximate intensity of the 
trauma necessary to produce the various disloca- 
tions. They show also the importance, as in all 
trauma, of the constitution. 

The treatment of all forms of dislocation of the 
knee joint is reduction and immobilization for a 
few days, followed by early mobilization and 
massage. Aubrey G. Morcan, M.D. 
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BLOOD VESSELS 


Moniz, E.: Intracarotid Injections and Substances 
Opaque to the Roentgen Rays Which Are 
Suitable for Injection (Injection intracarotidi- 
ennes et substances injectables opaques aux rayons 
X). Presse med., Par., 1927, xxxv, 969. 


The author has experimented with solutions of 
various salts opaque to the roentgen rays to find a 
relatively non-toxic substance which can be in- 
jected into the carotid artery for visualization of 
the cerebral circulation. 

As the bromides are in general less toxic than the 
iodides, different solutions of strontium, lithium, 
sodium, and ammonium bromides were tried first. 
The strontium and lithium salts were found to be 
the most opaque. The toxicity of these in different 
strengths was tested first in the dog and then in man. 
It was found that, in man, the intravenous injection 
of from 5 to 15 c.cm. of a 70 per cent solution of 
strontium bromide caused only fleeting unpleasant 
symptoms. 

When the iodides were tested, rubidium and 
sodium iodide were found to be of value. Sodium 
iodide in 25 per cent solution is best, and in cadaver 
experiments was opaque to the roentgen rays. 

These substances have been injected into the caro- 
tids of dogs and men. In the latter they demonstrated 
the cerebral vessels. 

The results of the experiments are to be given in a 
future report. Micwaet L. Mason, M.D. 


Constam, G. R.: Primary Involvement of the 
Upper Extremities in Thrombo-Angiitis Ob- 
literans (Buerger’s Disease). Am. J. M. Sc., 
1927, Clxxiv, 530. 


More than 80 per cent of cases of thrombo-angiitis 
obliterans seen at the Mayo Clinic have been pre- 
viously diagnosed incorrectly. 

The characteristic lesion is an inflammatory 
thrombosis involving not only the larger veins and 
arteries, but also their finest branches. 

The cause of the disease is unknown. In most 
cases the first symptoms appear in the lower ex- 
tremities; the hands and arms become affected 
later, if at all. In only twenty-four of a series of 
ninety-four cases observed at the Mayo Clinic were 
there symptoms due to the lesions of the upper 
extremities. In four, the lesion in the hands was 
the outstanding clinical observation and apparently 
the hands were involved primarily. These four 
cases are reported because thrombo-angiitis obliter- 
ans of the hands is frequently diagnosed incorrectly. 

In every case of peripheral vascular disease a 
complete general examination is essential. Three 
groups of objective symptoms. must be looked for: 
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(rt) pulseless vessels, (2) signs of vascular insuffi- 
ciency, and (3) vasomotor phenomena. Constant 
absence of pulsation in one of the main vessels 
without signs of vascular insufficiency or a history 
of progressive involvement is suggestive of a well- 
compensated organic lesion, but alone is not suffi- 


cient evidence for a definite diagnosis. A diagnosis 


of primary functional vascular disease is justifiable 
only when no signs of an organic affection can be 
found. 

Organic vascular affections often start with vaso- 
motor disturbances, and these alone may be present 
in the early stages. Intermittent pallor and cyanosis 
are initial symptoms of thrombo-angiitis obliterans 
of the hands and are frequently mistaken for symp- 
toms of Raynaud’s disease. In the case of a male 
with a vascular affection, thrombo-angiitis obliter- 
ans should be suspected even in the presence of pul- 
sating vessels. 

In the upper extremities, arterial insufficiency 
from thrombo-angiitis obliterans is more common 
than arteriosclerotic endarteritis. It rarely leads to 
gangrene of more than a few fingers. In nearly all 
cases the lower limbs are affected sooner or later. 
The process localized in the lower extremities is 
usually much more mutilating. Therefore, in all 
cases of thrombo-angiitis obliterans of the hands, 
protective measures to the lower extremities are in- 
dicated, even if clinical evidence of their involvement 
is lacking. Rosert M. Grier, M.D. 


McPheeters, H. O.: The Injection Treatment of 
Varicose Veins by the Use of Sclerosing Solu- 
tions. Surg., Gynec. & Obst., 1927, xlv, 541. 


This report is based upon the clinical results ob- 
tained in thirty-one cases of varicose veins in which 
approximately 180 injections of a sclerosing solu- 
tion were given. The author draws the following 
conclusions: 

1. The results indicate that the injection treat- 
ment of varicosities with 20 per cent sodium chloride 
solution is superior to other methods, operative or 
non-operative. 

2. The danger of death from embolism, though 
theoretically ever present, is practically and clini- 
cally almost nil. 

3. The treatment is ambulatory, permitting the 
patient to continue his usual work. 

4. The patient is spared expense, as hospital bills 
are avoided and he is not compelled to leave his 
work for from four to six weeks. 

5. If a correct technique is used, sloughing can 
be avoided. 

6. THe cramp-like pains through: the leg distal 
to the site of injection are no more severe than 
many patients experience daily. 


7. 
the 
8. 
the s 
9. 
obta 
the 
exci: 
Dur 
V 
| is r 
abl 
had 
the 
dor 
tha 
foll 
era 
tio: 
dia 
rec 
cul 
the 
sel 
pre 
its 
gri 
an 
ev 
lat 
an 
we 
th 
be 
ar 
Le 
b 
fr 
Vv 
| 


7. It is a simple matter to repeat the treatment if 
the varicosities recur. 

8. Unless blood can be repeatedly drawn back into 
the syringe, the solution should not be injected. 

9. The results are so uniformly satisfactory and 
obtained so easily and with so little risk to life that 
the injection method bids fair to replace surgical 
excision. 


Dumas, A., and Ravault, P.: A Physiological and 
Histological Study of the Circulatory Condi- 
tions in the Left Lower Extremity in a Case in 
Which the Femoral Artery Was Ligated in 1870 
(Recherches physiologiques et histologiques sur les 
conditions circulatoires au niveau du membre infé- 
rieur gauche, oi avait été exécutée une ligature de 
— fémorale en 1870). Lyon chir., 1927, xxiv, 
3°7- 

When examined in 1925, the patient whose case 
is reported (a veteran of the War of 1870) was still 
able to walk, though with difficulty. The left leg 
had atrophied, but its temperature was normal and 
there was no gangrene. The blood pressure in the 
dorsalis pedis was reduced to less than a third of 
that on the opposite side. 

On the death of the patient from influenza the 
following year, dissection revealed complete oblit- 
eration of the left femoral artery at the site of liga- 
tion (upper part of the triangle of Scarpa). Imme- 
diately above the ligation, the vessel was greatly 
reduced in size and its lumen obliterated. The mus- 
cular fibers of the media had also disappeared, but 
the elastic framework of the adventitia was pre- 
served intact. Below the site of ligation the artery 
progressively increased in size, eventually attaining 
its normal volume and structure and showing, in the 
gradual regeneration of its contractile tissue, one of 
the niceties of functional adaptation. 

The approximately normal caliber of the popliteal 
and tibial arteries on the injured side gave further 
evidence of the successful establishment of a col- 
lateral circulation. Although the increased resist- 
ance offered by its multiplicity of smaller vessels 
was responsible for the decrease in the pressure in 
the dorsalis pedis and for the moderate degree of 
muscular atrophy, the collateral circulation had 
been adequate to keep the local temperature normal 
and to prevent the development of gangrene. 

Mina A. GILDERSLEEVE. 


Leriche, R., and Fontaine, R.: The Discordance 
Between Local Hyperthermia Following Sym- 
pathetic Neurotomies and the Findings of a 
Study of the Arterial Circulation in These 
Cases (De la discordance existant entre les hyper- 
thermies locales consecutives aux neurotomies sym- 
pathiques et les résultats de l’étude de la circulation 
arterielle dans ces cas). Presse méd., Par., 1927, 
XXXV, 

In accordance with the theories of Bernard it has 
been assumed that the local hyperthermia resulting 
from sympathectomy is due to the local active 
vasodilatation of the arteries. The authors believe 
that this theory is not correct for although the in- 
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crease in the local temperature and the vasodilatation 
appear simultaneously after the operation, the vaso- 
dilatation soon ceases whereas the temperature in- 
crease persists for some time. Moreover, the circu- 
latory response as measured by the Pachon oscil- 
lometer is sometimes just the opposite of what is to 
be expected from the thermal condition of the part. 
These facts indicate the necessity for careful physio- 
logical study. No explanation is offered for them. 
Micwaet L. Mason, M.D. 


BLOOD; TRANSFUSION 


Dyke, S. C.: The Determination of Compatibility 
in Bloods. Lancet, 1927, ccxiii, g10. 


In the selection of a donor for transfusion it is 
essential to test the recipient’s serum against the 
red cells of the proposed donor. This should be 
carried out carefully and according to a standard 
technique. In addition, grouping tests on both 
recipient and donor are desirable, but little im- 
portance can be attached to them until we are more 
certain as to the constitution of the groups. The 
mere fact that a person is known to belong to Group 
4 can never justify the assumption that his blood 
will suit any and every recipient; matching tests are 
necessary for “‘universal donors” as well as for 
others. However, as it is probable that the blood of 
donors of Group 4 will be compatible with the blood 
of more recipients than the blood of persons belong- 
ing to other groups, it is desirable to have persons 
of Group 4 on the roster of a transfusion service. If 
transfusion is always preceded by matching, donors 
belonging to other groups may also be included. 

SAMUEL Kaun, M.D. 


Tzovaru, S., and Mavrodin, D.: The Quick Arrest 
of Genital Hemorrhage in the Female by the 
Injection of a Concentrated Solution of Sodium 
Citrate (Arrét rapide des hémorragies génitales de 
la femme par les injections de solution concentrée 
= de soude). Presse Méd., Par., 1927, xxxv, 
goo. 

The authors use sodium citrate solutions for hamos- 
tasis in the menorrhagia of virgins and the bleeding 
associated with uterine carcinoma and other genital 
conditions in the female. They state that the agents 
generally employed today for hemostasis—ergot, 
hydrastis, hamamelis, adrenalin, stypticine, gela- 
tine, calcium chloride, and the various sera and 
organic preparations—have not proved to be of 
constant value, and roentgen castration, periarterial 
sympathectomy, and hypogastric ligation are not 
always possible. 

Following a review of the literature on the use of 
sodium citrate in gynecological hemorrhages and a 
summary of its indications, the authors report six 
cases exemplifying the diverse conditions in which 
it is of value. 

In Case 1 there was an abundant metrorrhagia of 
one week’s duration, the uterus was enlarged, and 
the adnexa were swollen on one side and cystic on 
the other. One intravenous injection of 15 c.cm. of 
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a 30 per cent solution of sodium citrate stopped the 
bleeding in two hours. 

Case 2 was a case of metrorrhagia of three weeks’ 
duration associated with a cervical polyp. After the 
injection of 10 c.cm. of sodium citrate the bleeding 
stopped in three-quarters of an hour. Operation 
was advised. 

Case 3 was a case of inoperable carcinoma of the 
cervix. Three injections of 10 c.cm. of sodium 
citrate during the first day of treatment led to 
cessation of the hemorrhage. The bleeding did not 
recur in the two months the patient was under 
observation. 

Case 4 was a case of bleeding at the menopause in 
the absence of any demonstrable pathological 
changes. The bleeding ceased after two injections 
of 10 c.cm. of sodium citrate separated by an interval 
of six hours. 

Case 5 was that of a woman with a strongly 
positive Wassermann reaction and metrorrhagia. 
Three injections of sodium citrate at intervals of 
two days were successful. Anti-syphilitic treatment 
was then begun. 

Case 6 was a case of menorrhagia and metrorrha- 
gia of three months’ duration associated with a 
uterine fibroid. The abnormal bleeding was stopped 
by one injection of 15 c.cm. of sodium citrate. 

The authors do not claim that sodium citrate 
should supplant therapeutic measures against the 
cause of the hemorrhage, but maintain that it is 
an almost infallible hemostatic and far superior to 
any other so far employed. 

The solution is made up of 30 gm. of sodium 
citrate, 10 gm. of magnesium chloride, and 100 
c.cm. of distilled water. It may be injected intra- 
muscularly or, preferably, intravenously. The dose 
is from 10 to 15 c.cm. of the 30 per cent solution, 
and may be repeated once or twice. The toxic dose 
for a man of 60 kgm. seems to be about 15 gm. 
This amount is not exceeded by the dosage men- 
tioned. Untoward symptoms are rare. There may 
be pain, malaise, acceleration of the pulse, pallor, 
a tendency to vomit, headache, a slight rise in the 
temperature, a metallic taste in the mouth, the 
sensation of electric shock in the arms and legs, 
and restlessness at night, but these do not occur 
often, are not at all serious, and can be prevented 
by injecting the solution slowly. 

As the mechanism of action of the sodium citrate 
is bound up with the complex problem of blood 
coagulation, only hypotheses can be given with re- 
gard to it. The authors suggest that the citrate 
may effect hemostasis by: (1) decreasing the vis- 
cosity of the blood, (2) decreasing the coagulation 
time, (3) increasing the fluidity of the blood, in- 
creasing the capillary flow, (4) destroying the blood 
platelets, thereby releasing a substance which 
favors coagulation and activates coagulation at the 
site of the bleeding, and (5) neutralizing the prod- 
ucts of bacterial action and tissue destruction when 
the condition is inflammatory. 

Micuaet L. Mason, M.D. 
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LYMPH VESSELS AND GLANDS 


Hanford, J. M.: 
Tuberculous Cervical Lymph Glands: A Study 
of 141 Patients Treated by Small Doses of 
Filtered Roentgen Ray, with Follow-Up Re- 
sults. Arch. Surg., 1927, XV, 377- 


Since 1917 the author has treated 141 patients 
with the roentgen rays. The group were not selected 
except that persons with active pulmonary tuber. 
culosis were usually rejected. The dose of radiation 
used was small, being about one-third an erythema 
dose of rays filtered through 3 mm. of aluminum. 
The treatments were repeated at intervals of 2 
weeks, and the usual number of treatments was 10. 
The lesions were divided into: (1) large glands (over 
2 cm.), small glands, (3) cystic swellings, (4) cold 
abscesses, and (5) sinuses. The results are summar- 
ized in the table. 

Forty per cent of the cystic swellings resolved 
without incision or spontaneous opening. The cold 
abscesses all resulted in sinuses. 

The author concludes that tuberculosis of the 
cervical lymph glands is primarily a surgical prob- 
lem, but small doses of roentgen-ray treatment as 
given in the cases reviewed appear to shorten the 
course of the disease and favor improvement in all 
stages in a large percentage of cases except those of 
cold abscesses. No undesirable effects were noted. 
This treatment compares favorably with any other 
single conservative measure, but adequate data on 
all methods, especially follow-up results, are lacking. 

H. Heacock, M.D. 


Clute, H. M.: The Surgical Treatment of Tubercu- 
lous Glands of the Neck. Ann. Surg., 1927, 1xxxvi, 
666. 


Of 140 cases of troublesome neck glands a clinical 
diagnosis of tuberculosis was made in 130 and this 
diagnosis was confirmed at operation. In 9 cases the 
diagnosis was doubtful, but in 7 of these tuberculosis 
was considered. Ninety-three of the patients were 
females, 101 were under 30 years of age, and 28 were 
over 30 years of age. In 9 of the 85 case histories in 
which the location of the condition was stated, it was 
bilateral. Most of the cases operated upon were 
advanced; in 12, there were discharging sinuses. 
Tonsillitis had developed in 18 cases, and in 14 of 
these a tonsillectomy and adenoidectomy had been 
performed. In the latter there was only 1 case of 
tuberculosis of the tonsil. 

Pain and tenderness occurred in only 29 cases. 
The chief complaint was usually the unsightliness of 
the condition. 

Tuberculosis of the cervical glands must be 
differentiated from acute non-tuberculous adenitis, 
Hodgkin’s disease, branchial cysts, thyroid enlarge- 
ments, and malignancy. 

Acute non-tuberculous adenitis occurs suddenly 
following some other infection. Its usual course is 
from 2 to 4 weeks in length. It then subsides or an 
abscess is formed. 


Roentgen-Ray Treatment of 
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In Hodgkin’s disease there is usually enlargement 
of other glands besides those in the neck, the ad- 
hesion to surrounding structures is less marked, and 
the spleen is frequently enlarged. Caseation and 
necrosis have not been noted. Biopsy may be 
necessary for the diagnosis. 

Branchial cysts may closely simulate large tubercu- 
lous abscesses. They are usually of long duration, 
and there may be an external opening or dimple. 

Thyroid enlargement is sometimes associated with 
tuberculous adenitis. 

Malignant glands should not be difficult to dis- 
tinguish. 

In tuberculous adenitis there is usually a chronic 
swelling with periods of remission. At first the glands 
are discrete, but later large masses, caseation, and 
abscess formation develop. Fever is common. 

In the author’s cases of fluctuant cervical ab- 
scesses, incision and drainage are done. The abscess 
is curetted, swabbed with tincture of iodine, and 
packed. X-ray treatment after this operation has 
been found beneficial. If the sinus does not heal, it 
is dissected. Excision by the radical block dissection 
method has been practically abandoned except in a 
few malignant cases of tuberculosis in which the 
constitutional reaction to the infection is marked 
and radical interference is definitely indicated to stop 
the progress of the disease. In all cases the greatest 
care is taken to preserve the eleventh and seventh 
nerves. Less serious cases receive heliotherapy or 
X-ray treatment for 6 months before operation is 


considered. When, in the cases of patients over 5 
years of age, small groups of glands become en- 
larged and the enlargement persists longer than 2 
months, complete removal is done. In the author’s 
opinion, postoperative X-ray treatment is of definite 
value in all cases. It was given in 33 of the cases 
which the author reviewed. Secondary infection is 
resistant to it, and when calcification is present, it 
is not indicated. 

Old sinuses should be dissected out. If this is 
impossible, they should be curetted, closed around a 
drain, and given X-ray treatment. The original 
source of the infection should be eradicated before 
the glands are treated. 

No one plan of treatment will effect a cure in all 
cases. The use of heliotherapy, radiation, and 
surgery should be adapted to the requirements of 
the particular case. For the average patient who 
cannot afford prolonged hygienic treatment, surgery 
seems the method of choice. When operation is 
done, great care should be taken to preserve the 
eleventh nerve and the lower branch of the seventh 
nerve. If the eleventh nerve is cut, it should be 
sutured immediately. The operation of block dis- 
section has been practically discarded because of the 
deformity resulting from paralysis of the trapezius. 
Secondary innervation from the upper cervicals is 
not to be relied upon for satisfactory function. 

In the cases reviewed there was no operative 
mortality and the follow-up of the patients has 
shown excellent results. James B. Brown, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Lewis, D.: Spontaneous Gangrene of the Extremi- 
ties. Arch. Surg., 1927, xv, 613. 


Spontaneous gangrene occurs in the old and the 
relatively young; hence its clinical classification as 
senile and presenile gangrene. These two types are 
dependent upon entirely different processes, one a 
degenerative process and the other an inflammatory 
process, an arteritis or, because of the almost con- 
stantly associated involvement of veins, a thrombo- 
angiitis. Pathologically, arteriosclerosis and throm- 
bo-angiitis are distinct. 

In 139 cases of spontaneous gangrene of the ex- 
tremities reviewed by the author there were 47 cases 
of arteriosclerotic gangrene, 43 cases of arterio- 
sclerotic gangrene associated with glycosuria, 27 
cases of gangrene occurring in diabetic persons in 
whom the arterial changes, if present, were not pro- 
nounced enough to attract attention, 14 cases of 
thrombo-angiitis obliterans, 1 case of scleroderma, 
and 7 cases in which arterial changes may have been 
a contributory factor in the gangrene but the 
principal part was played by infection. 


ARTERIOSCLEROTIC GANGRENE 


The more frequent occurrence of gangrene in the 
lower than the upper extremities may be determined 
by the arrangement of the vessels in the lower ex- 
tremity. Not enough attention has been paid to the 
extent or location of the thrombus or occlusion. 
Embolism or thrombosis of the popliteal artery is 
practically always followed by gangrene. Statistics 
seem to indicate that in 50 per cent of the cases of 
senile gangrene the large vessels of the extremity are 
occluded. In the 47 cases of senile gangrene reviewed 
there were 9 deaths, a mortality a little over 19 per 
cent. Three of the patients died of pneumonia, 3 of 
embolism, and 2 of myocarditis. The cause of 1 
death is not stated. Twenty-seven of the patients 
left the hospital with their wounds healed. The 
wounds of the other patients were granulating, but 
they healed subsequently. 

Amputation through the condyles—Carden’s 
transcondyloid amputation—is satisfactory in these 
cases. 


ARTERIOSCLEROTIC GANGRENE WITH GLYCOSURIA 
(DIABETIC GANGRENE) 


It has been conclusively demonstrated that 
hyperglycemia with associated metabolic changes 
is not the only factor predisposing to gangrene. 
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In persons with diabetes arterial changes are com- 
mon. 

Accumulating evidence indicates that the so- 
called diabetic gangrene is due to arteriosclerosis. It 
is dependent primarily on the same causes as 
arteriosclerotic gangrene, but is complicated by 
hyperglycemia. The cases reviewed show that 
gangrene develops in diabetic persons about a 
decade earlier than in persons with uncomplicated 
arteriosclerosis. The average age at which gangrene 
appears in diabetic persons is 54.4 years, while the 
average age at which senile gangrene appears is 66.2 
years. 


THROMBO-ANGIITIS 


Gangrene occurring in the relatively young—the 
presenile type—presents a different picture from 
arteriosclerotic gangrene with glycosuria. Its onset 
may be characterized by intermittent claudication 
and symptoms referable to the deep vessels or by 
the appearance first of trophic changes. One of the 
most striking changes is the extensive collateral cir- 
culation which may develop. While some collateral 
circulation may develop in arteriosclerosis, it is not 
marked. 

It seems probable that the clinical course of 
thrombo-angiitis obliterans may be determined or 
modified by the site of the thrombus. A thrombus 
originating in the femoral artery and descending is 
less apt to cause gangrene than a thrombus occurring 
in the anterior or posterior tibial arteries and ascend- 
ing to the popliteal artery. 

The indication in the treatment seems to be to 
force the collateral circulation ahead of the advancing 
thrombus. In 4 of 7 cases in which ligation of the 
femoral artery was done, there was distinct improve- 
ment. In 2 in which it was done after the devel- 
opment of gangrene, subsequent amputation was 
necessary. In 1 case it was followed by death from 
hemiplegia after 36 hours. 

The pain of thrombo-angiitis is due undoubtedly 
to a number of factors. It may be a true arterial 
pain. In 4 of the cases reviewed the pain was con- 
trolled. The operation places the inflamed artery 
at rest. The final result will depend upon whether 
or not the collaterals which develop are diseased. 

Cart R. STEINKE, M.D. 


Womack, N. A.: Subungual Melanoma: Hutchin- 
_ Melanotic Whitlow. Arch. Surg., 1927, xv, 

The subungual melanoma appears to be a more 
frequent lesion than is generally believed. Of twen- 
ty-six melanomata treated at the’ Barnes Hospital, 
St. Louis, four were melanomata of the nail bed. 
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Of the four reported by Womack, two occurred on 
the thumb and two on the fingers. A history of 
trauma was given in two cases. Finger amputation 
was done in all instances, and was supplemented by 
dissection of the axilla in two. Two patients were 
living and well two and four years respectively after 
the operation. In one case the condition recurred 
within eight months. One patient cannot be traced. 
These lesions form black fungating ulcerating 
masses in which histologically two types of cells are 
to be distinguished: (1) spindle-cells, which form 
interlacing cellular masses containing a moderate 
amount of intracellular and extracellular pigment, 
and (2) polygonal or spherical cells which frequently 
show mitoses and contain less pigment than the 
spindle cells. The author agrees with Bloch that 
these tumors are probably epithelial in origin. 
When these tumors follow trauma, as is often the 
case, they are usually not pigmented at first. Glan- 
dular involvement may occur early or may be de- 
layed for many years. Melanomata occur most 
frequently after the fortieth year of age and in the 
thumb. They are found next most frequently in the 
fingers, and least frequently in the toes. Early am- 
putation with removal of the regional lymph glands 
is advised. The prognosis is grave. Death usually 
results from metastases. Micuart L. Mason, M.D. 


Slye, M.: Some Observations in the Nature of 
Cancer. Preliminary Report. Studies in the 
Incidence and Inheritability of Spontaneous 
Tumors in Mice. J. Cancer Research, 1927, xi, 135. 


There are, apparently, two factors necessary to 
produce cancer: (1) an inherited local susceptibility 
to the disease, and (2) irritation of the right kind and 
in the right degree applied to the cancer-susceptible 
tissues. In her experiments on animals, Slye has 
found these factors the only ones necessary for tumor 
formation. Accordingly she believes that there is no 
need of the assumption of a cancer germ. 

By selective breeding, Slye has produced resistant 
strains which, among thousands of animals, have 
never shown one instance of tumor of any sort, either 
malignant or benign. She has bred also mice which 
are susceptible to cancer and show only one type 
and one location of neoplasm, such as adenocarcino- 
ma of the mammary gland, spindle-cell sarcoma of 
the kidney, osteosarcoma of the leg bones, etc. The 
study here reported dealt with the latter. 

Slye has been trying to eliminate either the cancer- 
susceptible factor or the irritation factor to see 
whether cancer can thus be avoided. She found that 
in the case of a mouse which belonged to a resistant 
strain, a wound such as that caused by a blow from 
a cage door produced only scar tissue which event- 
ually was partly or wholly absorbed, leaving no un- 
favorable results. The susceptibility to cancer is 
local, not systemic, and injuries only to those organs 
or tissues that are susceptible to cancer caused 
neoplasia. In animals susceptible to subcutaneous 
sarcoma a rapidly growing sarcoma frequently fol- 
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lowed a body blow. - In those susceptible to skin 
cancer, an epithelioma sometimes followed trauma. 
On the other hand,*in animals not susceptible to 
breast cancer, no amount of trauma to the breasts 
would cause breast cancer. 

These findings require heredity to explain them 
and are against the theory that cancer is due to a 
specific germ. 

The mice which develop early breast cancers are 
uniformly among the largest and strongest specimens 
and show no signs of illness at the time of tumor 
development. The tumors grow to huge size with 
very little systemic change, and only later, when in- 
fection and the absorption of dead tumor takes place, 
does cachexia develop. There is no germ disease in 
mice that is thus free from toxemias and consequent 
systemic change. 

In general, cancer has not interfered with repro- 
duction whereas any infection seriously interferes 
with reproduction. In Slye’s laboratory, no mother 
with any infection has ever brought to birth a large 
litter of strong, normally developed, non-infected 
young. On the other hand, previous to the time 
when secondary infections set in or the cancers have 
broken down, the cancerous mothers uniformly have 
borne strong, uninfected young with a normal life span 
and normal reproductive potency. These healthy 
young born of, and nursed by, mothers with cancer 
never have cancer either in infancy or later if the 
father is resistant to cancer, as cancer resistance is 
dominant over cancer susceptibility. On the other 
hand the nursing young of an infected mother 
commonly contract the infection. This is another 
marked contrast between cancer and known infec- 
tions. 

The general and special growth propulsion which 
pregnancy stimulates also seems to stimulate the 
occurrence of breast cancer in susceptible females. 
The growing embryo, however, soon takes precedence 
over the early carcinoma, as it does over everything 
else, and during the gestation period the tumor 
growth is retarded. Infection tends rather to de- 
crease all growth processes, including those of the 
embryos. 

In animals having an anteroposterior axis, growth 
is more rapid at the anterior pole of the axis. This 
parallelism obtains also in the growth of cancer in 
these animals. It has been noticed that nearly all 
internal tumors and breast cancers consistently show 
the greatest amount of growth along this axis or at 
the anterior pole of the anteroposterior axis of the 
tumor. Cancers in the anterior mammary gland, for 
example, generally show the most rapid growth at 
the anterior end, although there is more room for 
extension posteriorly. Cancer is but a mode of 
growth, probably of regenerative growth. There is 
no such relation between the rate of extension of 
inflammatory conditions and the anteroposterior 
axis or the anterior pole of this axis. 

These facts, together with others, such as the non- 
contagious nature of cancer, the multiplicity of 
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widely divergent types of irritation which occasion 
spontaneous cancer, and the many strikingly differ- 
ent methods by which experimental cancer can be 
induced seem definitely to point away from the germ 
theory of cancer. 

Tendencies to susceptibility and immunity to in- 
fections probably exist, but do not behave in the 
same way as presence-absence unit characters such 
as albinism and pigmentation, for example. On the 
other hand, just as true albinism is the total lack of 
the pigment-making mechanism, spontaneous cancer 
has consistently behaved in the same way as the 
absence of a mechanism fitted to control proliferation 
and differentiation in regenerative processes. If an 
animal has this controlling mechanism uniformly 
throughout his tissues, he is resistant to cancer. If 
he lacks this controlling mechanism, he is locally 
susceptible to cancer. 

In conclusion, Slye states that no observation made 
during the eighteen years of this work has ever been 
consistent with the germ theory of cancer. 

Harry C. M.D. 


Ssokolow, N. N.: The Changes in the Histological 
Structure of a Cancer Following Section of Its 
Sensory Nerve Supply, and the Influence of 
This Neurotomy on the Course of Various 
Pathological Processes (Ueber Veraenderungen im 
histologischen Bau der Krebsgeschwulst nach Durch- 
trennung der dieselbe versorgenden sensiblen Ner- 
ven und ueber den Einfluss dieser Neurotomie auf 
den Verlauf verschiedener pathologischer Prozesse). 
Deutsch. Ztschr. f. Chir., 1927, ccii, 270. 


Ssokolow has tested out Molotkoff’s hypothesis 
of the neuritic origin of cancer and Molotkoff’s 
recommendation to treat the condition by neurot- 
omy of the sensory roots and nerves supplying the 
tumor mass. He performed the latter operation 
forty-four times on thirty-one subjects. He found 
that in some cases the neurotomy of the sensory 
nerves had no influence whatever on the growth or 
structure of the cancerous tumor and in others in- 
creased its rate of growth. He concludes that as the 
operation itself is no trifling matter, it should be 
performed only in desperate cases with severe neu- 
ralgic pain. In the cases reviewed, Molotkoff’s hy- 
pothesis concerning the neuritic origin of cancer was 
not substantiated in any manner. 

In cases of chronic trophic ulcer, neurotomy of the 
sensory nerves had a quick effect, but recurrences 
were not uncommon even after complete healing. 
As neurotomy lowers the resistance of the tissues, it 
may result in extensive necrosis, sequestration, and 
even sepsis. RIEDER (Z). 


Wood, F. C.: Combined Radiation and Lead Ther- 
apy. J. Am. M. Ass., 1927, 1xxxix, 1216. 


In a recent article, Blair Bell stated that he has 
gained the impression that a combination of lead 
suspensoid injected at suitable intervals and in 
suitable doses increases the sensitivity of certain 
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neoplasms to the action of the roentgen rays. In 


experimental work with animal tumors, Wood ob- - 


tained evidence confirming Blair Bell’s findings. In 
this article Wood reports the results of a continua- 
tion of his investigation. 

It has been suggested by Mayer that the injection 
of dextrose might stimulate the tumor cells to divide, 
and that irradiation following such injections would 
be more efficacious as it would reach the cells during 
their division. According to Wood, it is certain that 
no astonishing effects can result from injections of 
dextrose, and that if the tumor is stimulated by 
such injections they would always be associated 
with the risk of stimulating unknown metastases 
in some region of the body where roentgen irradia- 
tion is not given. 

In Wood’s opinion, the action of the lead is solely 
a toxic one. A large series of experiments by 
Holthusen and others have cast grave doubts on 
the possibility that such minute amounts of metal 
as are used can act as a radiator of secondary rays. 
It is more probable that the lead poisons the 
tumor to a certain extent and the roentgen ray 
carries the destruction still farther. 

Wood’s findings are summarized as follows: 

1. Ina rat carcinoma of high virulence, the com- 
bination of lead and roentgen rays is more effective 
than either lead or the roentgen rays alone. 

2. In a rat sarcoma of still greater growth 
capacity no such increase in the effectiveness of the 
roentgen rays can be observed. 

3. In a preliminary study of the effects of the 
addition of destrose to the lead mixtures and of 
preliminary injections of dextrose followed by lead, 
the dextrose did not seem to increase the efficacy of 
either the lead or the roentgen rays. 

Morris H, Kaun, M.D. 


Ullmann, H. J.: Colloidal Lead and Irradiation in 
Cancer Therapy. J. Am. M. Ass., 1927, 1xxxix, 
1218. 


Ullmann has come to the conclusion that lead has 
a marked effect on certain tumors and that one of 
its effects is to render the neoplasm distinctly sensi- 
tive to irradiation. This sensitiveness first becomes 
apparent some little time after the administration 
of an appreciable amount of the lead. Two illus- 
trative cases are reported. 

Morris H. Kaun, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Dudgeon, L. S., and Patrick, C. V.: A New Method 
for the Rapid Microscopical Diagnosis of 
Tumors: with an Account of 200 Cases So 
Examined. Brit. J. Surg., 1927, xv, 250. 


The authors describe a new method for the rapid 
microscopic examination of neoplasms and inflam- 
matory tissue removed at operation which gives 
almost perfect preparations. In testing the method 
the diagnosis was made almost entirely without 
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knowledge of the clinical findings or the microscopic 
appearance of the new growth. In 200 examinations 
there were only 9 errors and only 6 of the latter were 
serious. 

The freshly cut surface of the tumor or other tissue 
is scraped with a scalpel and the milky juice so 
obtained is spread evenly on slides. While still wet, 
the films are placed in Schaudinn’s fluid where they 
are fixed for from two to ten minutes. On their 
removal, they are washed first in alcohol and then in 
distilled water. Mayer’s hemalum is used for the 
nuclear stain and eosin for the counterstain. The 
films are then dehydrated and cleared with absolute 
alcohol and xylol and coverslipped with Canada 
balsam. The specimen can be prepared for micro- 
scopic examination in ten minutes. 

The results in the 200 cases examined are arranged 
in tables according to the organs and systems from 
which the specimens were obtained. With the excep- 
tion of the nine errors, the film diagnosis agreed with 
the paraffin-section diagnosis, especially as regards 
malignancy. 

The authors emphasize that the perfect fixation of 
the wet cells in Schaudinn’s fluid demonstrates the 
structural details in a manner not possible in paraffin 
sections. The cytological structure of malignant and 
other cells and the arrangement of the cells in the 
wet-film preparation are described in detail. In the 


. examination of postmortem specimens, this method 


is unsatisfactory on account of autolysis. 
The microscopic appearance of the tissue prepared 
by the method is shown in six photomicrographs. 
J. Epwrn Kirkpatrick, M.D. 


Lewis, W. H.: The Vascular Patterns of Tumors. 
Bull. Johns Hopkins Hosp., Balt., 1927, xli, 156. 


Five different types of rat tumors were injected 
with 3 per cent India ink. From one to four tumors 
of each type were used with somewhat varying 
results as regards the completeness of the injection. 
The vascular patterns of each type of tumor were 
found to be very characteristic. Those of sarcomata 
are quite different from those of adenocarcinomata. 
The three different types of sarcoma differ from one 
another grossly, histologically, and angiologically, 
and a glance at the vascular patterns is sufficient to 
identify each one. 

The tumors studied arose spontaneously in Walk- 
er’s rat colony in one strain of rats (Strain P). 

The technical procedure was as follows: 

Under ether anesthesia the thorax was opened 
and from 4 to 10 c.cm. of blood were withdrawn from 
the heart with a syringe. Through an incision in the 
left side of the heart a cannula was introduced into 
the aorta and from 50 to 100 c.cm. of 3 per cent 
India ink in Locke solution were run into the body 
with a gravity pressure of 2 to 3 ft. The tumors were 
then cut out and put into 10 per cent formalin. 
Free-hand and microtonic sections were run 
through 50, 70, 80, and 95 per cent alcohol, cleared 
in modified Eycleshymer fluid (carbolic crystals, 
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Fig. 1. Vascular pattern of spindle-cell sarcoma. Cap- 
sule (c). Note absence of large afferent and efferent vessels. 


one part; oil of bergamot, two parts; and cedar oil, 
two parts), and mounted in balsam. Ordinary 
hemotoxylin and eosin sections were also made. 
Two fibrosarcomata, one spindle-cell sarcoma, three 
round-cell sarcomata, one adenofibroma, and four 
adenocarcinomata were injected. © 

The vascular pattern has apparently nothing to 
do with central necrosis, as noted in the adeno- 
carcinoma. Necrosis is due apparently to failure 


Fig. 2, above. Section of Walker round-cell sarcoma. 
Capsule (c), necrotic center (n). Note terminal capillary 


plexus (P) near inner edge of living tissue. Between 
necrotic center and shell of living tissue is a dark band of 
macrophages. 

Fig. 3, below. Vascular pattern of Walker round-cell 
sarcoma (Fig. 2). Note rich supply of afferent and efferent 
vessels in the thin shell of living tissue. A few capillary 
loops extend beyond the terminal capillary plexus (P) into 
degenerating area (d). Capsule (c). 
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Fig. 4, above. Section of Walker adenofibroma. 
Fig. 5. Vascular pattern of tumor, Fig. 4. 


of the endothelium to follow the growth of certain 
strands of tumor cells, e.g., carcinoma. 

It seems not unlikely that each type of tumor has 
a vascular pattern peculiar to its type, just as does 
each organ in the body. The diagnosis of the type 
of tumor can probably be made as readily from the 
vascular pattern as from ordinary sections. 


Figs. 6 and 7, left, above and below. Section of Walker ad- 
enocarcinoma. Superficial and deeper regions. Capsule (c). 

reg 8, upper right. Vascular pattern of tumor, Figs. 6 
and 7 


F ig. 9, lower right. Vascular pattern of deeper region of 
tumor of Figs. 6 and 7. Note sinusoidal-like circulation. 


The blood vessels do not determine the growth 
of the tumor, but the tumor determines the growth 
and the pattern of the vessels. 

Joun J. Maroney, M.D. 


7 
ma 
] 
188 
op 
cul 
mé 
a 
sal 
29 
ch 
Zt 
of 
ulz 
stu 


BIBLIOGRAPHY of CURRENT LITERATURE 


Note.—TueE Botp Face Ficures IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE Or Tus 
IssUE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO May Be Founp. 


SURGERY OF THE 


Head 


Complete avulsion of the scalp treated 7 dermo- 
epidermal grafts; result after seventeen years. P. Moure. 
Bull. et mém. Soc. nat. de chir., 1927, lili, ro4o. 

A pigmented nevus of the scalp i in the form of cutis 
capitis gyrata. P. Gorpanpt. Arch. f. klin. Chir., 1927, 
cxlvi, 644. 

The significance of premature ossification of the cranial 
sutures. A. MATERNA. Zentralbl. f. Chir., 1927, liv, _ 

The pathological anatomy of leontiasis ossea. H. MARX 
Beitr. z. path. Anat. u. z. allg. Path., 1927, Ixxvii, sor. 

Fracture of the skull following a radical mastoidectomy 
simulating brain abscess Lampe. Laryngoscope, 
1927, XXXVii, 725. 

The importance of roentgen examinations in the diagnosis 
of fractures of the skull. A. TRoELL and P. HoLmsTRoeM. 
Ann. Surg., 1927, Ixxxvi, 502. 

A method for hemostasis in trephinations of the skull 
and sinus injuries. A. S. WiscHNeEwskr: Arch. f. klin. 
Chir., 1927, cxlvi, 544. 

Angioma racemosum venosum of the skull and brain. 
E. Herzoc. Beitr. z. path. Anat. u. z. allg. Path., 1927, 
Ixxvii, 312. 

Sinus pericranii. A. Burcporr. 1927: Leipzig, Vogel. 

Prevention and minor symptoms of sinus throm 
with case reports. R. Atmour. Arch. Otolaryngol., 1927, 
vi, 373- 

Thrombophlebitis of the lateral sinus complicating 
mastoiditis. C. G. Crane, J. M. Taytor, and H. H. 
Patrig. Surg. Clin. N. Am., 1927, vii, 823. 

Reconstruction of smaller facial defects and lesions. 
P. Picker1Lt. Med. J. Australia, 1927, ii, 605. 

The —— treatment of local ae of the 
face. W. I. Dropotworski. Zentralbl. f. Chir., 1927, liv, 
1881. 

A circular “wandering” flap in complicated plastic 
operations on the eyelids and face. W. P. Friatow. 
Arch. f. klin. Chir., 1927, cxlvi, 609. 

A wound of Stenson’s duct; salivary fistula treated and 
cured by radiotherapy. R. Monop and Movre. Bull. et 
mém. Soc. nat. de chir., 1927, liii, 954 

A method of closing parotid duct fistula. J. H. Luxom- 
sky. Zentralbl. f. Chir., 1927, liv, 1804 

The structure and origin of the mixed” tumors of the 
salivary glands. R. M. Fry. Brit. J. Surg., 1927, xv, 
291. [87] 

Note on a new method of treating carcinoma of the 
cheek. N. Patterson. Lancet, 1927, ccxiii, 703. 

Resection of the lower jaw. H. Gross. Deutsche 
Ztschr. f. Chir., 1927, ccii, 374. 

The course of healing of simple and complicated fractures 
of the lower jaw, with particular reference to the mandib- 
ular canal and the teeth: an experimental and histological 
study. K. GrevE. 1927: Leipzig, Thieme. 


HEAD AND NECK 


A case of total resection of the lower jaw and its replace- 
ment by a prosthesis. ORATOR and STEPHANIDES. Wien. 
klin. Wchnschr., 1927, xl, 581. 

The histological findings in complicated fractures of the 
jaw, with particular consideration of the mandibular canal. 
Greve. Deutsche Monatsschr. f. Zahnh., 1927, xlv, 458. 


Eye 


Ophthalmological needs of the internist. H. Brooks. 
J. Am. M. Ass., 1927, Ixxxix, 1202. 

Injuries to the eye. J. E. Jennincs. J. Missouri State 
M. Ass., 1927, xxiv, 460. 

Golf-ball injury, hemophilia, optic atrophy. G. C. 
PenBertuy and H. L. Becte. J. Michigan State M. Soc., 
1927, Xxvi, 628. 

The early symptoms of disease, with special reference 
to the eye. A. M. Ramsay. Lancet, 1927, ccxiii, 689. 

Ocular manifestations of gastro-intestinal disorders. 
Lancet, 1927, ccxiii, 815. 

Some of the more common causes of loss of vision in the 
light of their prevention. T. H. Sincteton. Kentucky 
M. J., 1927, xxv, 582. 

Loss of vision with an endocrine phase. W. C. Moomaw. 
Virginia M. Month., 1927, liv, 410. 

Headaches due to refractive, accommodative, and 
muscular anomalies. W.S. Sims. New Orleans M. & S. J., 
1927, Ixxx, 154. 

What glasses shall we prescribe after examination? 
R. H. Cowtey. Kentucky M. J., 1927, xxv, 566. 

The treatment of trachoma by surgical diathermy. 
D. C. Kattocn. J. Am. M. Ass., 1927, Ixxxix, 1511. 

Certain clinical problems relating to the lachrymal ap- 
paratus. I. G. CrarK. Ohio State M. J., 1927, xxiii, 819. 

Non-operative treatment of dacryocystitis. L. L. 
McCoy. Am. J. Ophth., 1927, 3 s. x, 751. 

Secondary divergence. H. McKetrar. Am. J. 
Ophth., 1927, 3 s. x, 763. 

Chronic conjunctivitis and nasal infection. N. Fox and 
and E. Deutscu. Am. J. Opth., 1927, 3S. x, 757. 

Differential diagnosis between con junctivitis necroticans 
infectiosa and tularensis. C. PAscHEFF. Am. 
J. Ophth., 1927, 3 s. x, 7 

Perithelioma of the orbit: case report. R. W. BLEDSOE. 
Kentucky M. J., 1927, xxv, 549. 

Neurinoma of the orbit. G. Scummpt. Zentralbl. f. Chir., 
1927, liv, 1505. 

Echinococcus cyst of the orbit in a Chinese. H. J. 
Howarp. Am. J. Ophth., 1927, 3 s. x, 727. 

Gynecological foci in relation to scleritis and episcleritis 
and other ocular infections. L. M. Morencu. Am. J. M 
Sc., 1927, clxxiv, 439. 

The management of certain perforating wounds of the 
cornea, with case reports. E.M. Sykes. Texas State J. M., 
1927, XXiii, 404. 


145 


q 
| 
|| 
< 
: 
(c). 
rs. 6 
n of 
ion. 
wth 
wth 
|| 


146 


Indications for use of electrothermophore in corneal 
ulcers. J. E. Rock. J. Iowa State M. Soc., 1927, xvii, 354. 

Miner’s nystagmus. Brit. J. Ophth., 1927, xi, 522. 

The rod-palpatory method for exploration of some of the 
orbital contents and of the surface of the eyeball. M. J. 
SCHOENBERG. Arch. Ophth., 1927, lvi, 438. 

How primary glaucoma may arise from disturbances in 
the physicochemical forces which regulate intra-ocular 
fluid exchange. J. H. Watte. Arch. Ophth., 1927, lvi, 460. 

A case of congenital secondary glaucoma. C. WIGGER. 
Zentralbl. f. Gynaek., 1927, li, 1493. 

Glaucoma simplex; surgical treatment. L. J. GoLpBacu. 
South. M. J., 1927, xx, 8or. 

Congenital buphthalmos. H. V. WUERDEMANN. Am. J. 
Ophth., 1927, 3 Ss. x, 761. 

Ocular melanosis—its surgical and radium aspects. 
P. Oparrio and L. C. Deane. California & West. Med., 
1927, XXVii, 5006. 

A case of dermolipochondro-adenoma. E. Puscariv. 
Brit. J. Ophth., 1927, xi, 481. 

Clinical and experimental observation on foreign protein, 
especially in iritis. H. W. ScarLetT. Am. J. Ophth., 1927, 
3 8. X, 747. 

A case of double diabetic cataract: extraction after the 
use of insulin treatment. E. Puscartu, J. NitzuLescu, 
and E. Trranpar. Brit. J. Ophth., 1927, xi, 484. 

Steel in the vitreous. H. L. UNpERWoop. Am. J. 
Ophth., 1927, 3 S. x, 745. 

Arterial hypertension and retinal changes. N. Prves. 
Brit. J. Ophth., 1927, xi, 489. ] 

Obstruction of a branch of the ony vessels. F. H. 
Ropin. Am. J. Ophth., 1927, 3 s. x, 7 

Photography of the fundus of the a. J. Liy6 Pavia. 
Rev. oto-neuro-oftalmol. y de cirug. neurol., 1927, i, 148. 

Fundus photography. L. G. Duntap. Northwest 
Med., 1927, xxvi, 514. 

The fundus examination in general practice. F. E. 
Burcu. J.-Lancet, 1927, xlvii, 475. 

Practical retinoscopy with the photoscope. J. I. Pascat. 
Am. J. Ophth., 1927, 3 s. x, 765. 

Hereditary abnormalities of the eye. VI. Part I. 
Inheritable defects involving the retina. M. T. MACKLIN. 
Canadian M. Ass. J., 1927, xvii, 1191. 

Fundus diseases of the eye. W. D. Brack. J. Missouri 
State M. Ass., 1927, xxiv, 465. 

Neuritis of both optic nerves during lactation. L. 
Wanpber. Klin. Wchnschr., 1927, vi, 1383. 

Disturbance of the optic nerve caused by malignant 
disease of the sphenoid; report of two cases. L. E. WHITE. 
Arch. Otolaryngol., 1927, vi, 361. 

Protein therapy in the practice of ophthalmology. B. W. 
Key. Illinois M. J., 1927, lii, 318. 

The thermophore—its use in eye therapy. M. F. 
WeyMANN. California & West. Med., 1927, xxvii, 498. 

Deep infiltration anesthesia in ophthalmic operations. 
J. N. Duccan. Indian M. Gaz., 1927, lxii, 558. 


Ear 


The reconstruction of a completely destroyed auricle. 
H. B. Granam. California & West. Med., 1927, xxvii, 518. 
. Progress in otolaryngology: a summary of the biblio- 

graphical material available in the field of otolaryngology. 

Plastic surgery. J. E. SHEEHAN. Arch. Otolaryngol., 1927, 
vi, 385. 

An address on otolaryngology and the general practi- 
tioner. G. E. SHampaucn. Canadian M. Ass. J., 1927, 
xvii, 1144. 

A foreign body removed from ear after thirty-three 
years. C. J. L. Wetts. Brit. M. J., 1927, ii, 637. 


INTERNATIONAL ABSTRACT OF SURGERY 


Three cases of deafness. H. N. BARNETT. Proc. Roy. 

Soc. Med., Lond., 1927, xx, 1874 

Deafness in childhood. 
1927, Xxiv, 318. 

Pathological currents and otosclerosis. H. Byrp. 
Laryngoscope, 1927, xxxvii, 740. 

The eustachian tube and the middle ear; clinical con- 
siderations. P. L. Errecart. Semana méd., 1927, 
xxxiv, 873. 

Atresia of the auditory canal, case report. W. Dray. 
Kentucky M. J., 1927, xxv, 580. 

Deafness due to occlusion of the external auditory mea- 
tuses caused by external otitis; operation to restore the 
patency of the left meatus resulting in greatly improved 
hearing. T. B. Jopson. Proc. Roy. Soc. Med., Lond., 
1927, Xx, 1873. 

Theories of sound analysis and intensity control on the 
basis of middle and inner ear mechanics. A. G. PoHLMAN. 
Ann. Otol., Rhinol., & Laryngol., 1927, xxxvi, 579. 

Discussion on progressive middle-ear deafness. G. S 
Wittramson, E. H. RicHarps, and others. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 1843. [88] 

Some remarks upon the present position of the physiology 
of the labyrinth. A. De Kierjn and C. VERSTEEGH. J. 
Laryngol. & Otol., 1927, xlii, 649. 

A demonstration of radiograms of the normal and 
abnormal labyrinth. H. G. Hopcson and F. W. Watkyn- 
Tuomas. Proc. Roy. Soc. Med., Lond., 1927, xx, 1858. 

The lymphatics of the ear. N. ARNoutT. Arch. internat. 
de laryngol., 1927, xxxiii, 696. [88] 

The formation of a circumscribed interdural abscess at 
the site of the saccus endolymphaticus. J. Horne. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1868. 9 

The saccus endolymphaticus and an operation for drain- 
ing for the relief of vertigo. G. PorTMANN. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 1862. 

Vertigo: surgical treatment by opening the saccus 
endolymphaticus. G. PortTMANN. Arch. Otolaryngol., 
1927, Vi, 309. [89] 

Gradenigo’s syndrome, with the report of a case. W. L. 
Stupson. Laryngoscope, 1927, xxxvil, 728. 

Septicemia of otitic origin via the jugular bulb, report of 
acase. E. R. Roperts. Arch. Otolaryngol., 1927, vi, 383. 

Cranial nerve palsies in otitis media: the syndrome of the 
posterior fossa. C. P. Symonps. J. Laryngol. & Otol., 
1927, xlii, 656. 

Secretory otitis media, with special reference to the 
— type. L. J. Lawson. Arch. Otolaryngol., 1927, 
vi, 346. 

The treatment of chronic suppurative otitis media with 
tubal perforation with the aid of the catheterizing eu- 
stachioscope: case teports. L. K. Pirman. N. York State 
J. M., 1927, xxvii, 1061. 

The comparative value of physical measures in the 
treatment of chronic purulent otitis media. A. R. 
HOoLtenDeR and M. H. Corrie. Clin. Med. & Surg., 1927, 
XXxiv, 692. 

hand electrodes for use in the treatment of chronic 
otorrhoea by zinc ionization and zinc electrolysis. A. R. 
FriEt. Proc. Roy. Soc. Med., Lond., 1927, xx, 1874. 

Acute lateral sinus thrombosis following chronic otor- 
thoea. J. A. Gres. Proc. Roy. Soc. Med., Lond., 1927, xx, 
1877. 

Herpes zoster oticus. J. P. Stewart. J. Laryngol. & 
Otol., 1927, xlii, 665. 

Introduction to an ontogenetic and phylogenetic study 
of the mastoid and middle ear. S. HENDLEMAN. Laryn- 
goscope, 1927, Xxxvii, 710. 

A new aid in the diagnosis of mastoiditis. I. FRIESNER 
and S. Rosen. Laryngoscope, 1927, xxxvii, 707. 


‘Leypa. Colorado Med., 


|_| 
Ac 
weig! 
of Hi 
Is 
SCH\ 
Pr 
with 
lary! 
1124 
N 
lowi 
R 
Ann 
A 
case 
O 
Ro} 
Bri 
\ 
Lar 
I 
inte 
7 
the 
lary 
( 
CA 
537 
I 
La 
] 
Sc. 
| Ba 
82’ 
Po 
CI 
th 
kK 
k 
Li 
et 
in 
L 
n 
7 
t 


Acute mastoiditis, bilateral, in an infant six months old 
weighing 8 lbs., 64 0z.; hemorrhage from the antrum 
of Highmore. A. L. Bass. Kentucky M. J., 1927, xxv, 552. 

Is mastoidectomy necessary in young children? L. H. 
Scuwartz. Arch. Otolaryngol., 1927, vi, 353. 

Pre- and post-operative care of patients in connection 
with some commonly performed operations of otorhino- 
laryngology. P. LerNoup. Semana méd., 1927, xxxiv, 
1124. 

Nose and Sinuses 


Nasal deformities: their prevention and correction fol- 
lowing submucous resection; presentation of cases. J. W 
Matrntak. Arch. Otolaryngol., 1927, vi, 320. 

Result of operation for rhinophyma. W. A. SHERWOOD. 
Ann. Surg., 1927, vi, 613. 

A dermoid cyst of the dorsum of the nose; citation of a 
case. V. K. Hart. Laryngoscope, 1927, xxxvii, 760. 

On the occurrence of brain tissue within the nose: the 
so-called nasal glioma. D. GutTurie and N. Dott. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1749. [89] 

Nose bleeding treated by morphine. S. B. WicopER. 
Brit. M. J., 1927, ii, 594. 

Vasomotor rhinitis; a clinical study. M. J. Gorriies. 
Laryngoscope, 1927, Xxxvii, 719. 

xperimental ozena. J. Repatru and H. Prosy. Arch. 
internat. de laryngol., 1927, xxxiii, 804. [89] 

The relation between ozena and infectious scleroma of 
the respiratory passages. F. LAsacGNna. Arch. internat. de 
laryngol., 1927, xxxiii, 798. ‘ 

Chaulmoogra oil in the treatment of ozena. G. 
CaLoGEeRO. Rassegna internaz. di clin. e terap., 1927, viii, 


537: 

Nasopharyngeal cyst or Luschka’s bursa. W. HEwson. 
Laryngoscope, 1927, xxxvii, 746. 

Postoperative radium treatment of nasal polypi. J. C. 
Scat. Laryngoscope, 1927, xxxvii, 735. 

The treatment of malignant tumors of the nasopharynx. 
BaARANGER. Arch. internat. de laryngol., 1927, xxxiii, 
827. 90 
Focal infections due to paranasal sinus disease. E. E. 
Poos. Clin. Med. & Surg., 1927, xxxiv, 750. 

Sinus infection by fusiform bacillus and spirillum. 
H. M. Jay. Med. J. Australia, 1927, ii, 513. 

Radiography of the nasal accessory sinuses. K. S. 
Cross. Med. J. Australia, 1927, ii, 569. 

Tumors of the nasopharynx and accessory sinuses; 
the viewpoint of the general surgeon. J. G. SHERRILL. 
Kentucky M. J., 1927, xxv, 506. 

A case of ethmoidal suppuration. M. FitzMaurice- 
Ketty. Proc. Roy. Soc. Med., Lond., 1927, xx, 1823. 

Three cases of ethmoid disease. W. BROADBENT. 
Lancet, 1927, ccxiii, 866. 

Recklinghausen’s fibrous osteitis of the sphenoid and 
ethmoid sinuses. V. SeGuRA and H. ZuBizarreta. Arch. 
internat. de laryngol., 1927, xxxiii, 816. 

Some observations on chronic spheno-ethmoiditis. T. A. 
MacGrsson. Med. J. Australia, Supp. No. 9, 1927, 274. 

Anomalous development of the sphenoid. J. I. KLEPPER. 
Laryngoscope, 1927, xxxvii, 742. 

Physical therapy as an aid to surgical procedures in the 
— and throat. J. McCoy. Laryngoscope, 1¢27, xxxvii, 
759. 
Ionization and electrolysis in the nasal cavities. F. H. B. 
Norrie. J. Laryngol. & Otol., 1927, xlii, 674. 


Mouth 


The dangers of the indiscriminate removal of infected 
teeth. R. Dexter. Ohio State M. J., 1927, xxiii, 811. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


Med. Ibera, 1927, xi, 304. 


147 


Septic complications of dental extraction. D. Castro. 


Dental cysts. C. A. McWiLttAms. New Orleans M. & 
S. J., 1927, Ixxx, 228. 

Odontomata, with particular reference to the hard 
odontomata. Heine. Deutsche Monatsschr. f. Zahnh., 
1927, xlv, 625. 

The operative treatment of congenital cleft palate. 
G. TscumarkeE. Arch. f. klin. Chir., 1927, cxliv, 697. 

Discussion on the treatment of cleft palate by operation. 
Sir J. Berry, G. Grey TurRNeER, O. r. AppIson, M. V. 
VEAU, and others. Proc. Roy. Soc. Med., Lond., 1927, xx, 
1887. {90} 
Cleft palate repair—the cause of failure in infants and 
its prevention. S. BUNNELL. Surg., Gynec. & Obst., 1927, 
xlv, 530. 91 

The occurrence of mixed tumors in the soft palate. 
F. Kocu. Wien. klin. Wchnschr., 1927, xl, 780. 

Changing concepts concerning oral sepsis. E. C. 
Rosenow. Kentucky M. J., 1927, xxv, 592. 

Inflammations of the buccal mucosa. A. HENTzE. 
Fortschr. d. Zahnh., 1927, iii, 615. 

Ludwig’s angina. J. E. Jennincs. Ann. Surg., 1927, 
Ixxxvi, 621. 

Note on Ludwig’s angina. Lronarpo. Ann. Surg., 
1927, lxxxvi, 626. 

A dermoid cyst of the floor of the mouth. J. R. CAMERON 
and G. V. Boyxo. J. Am. M. Ass., 1927, Ixxxix, 1149. 

The treatment of cancer of the mucosa of the cheek. 
T. HvrNERMANN. Deutsche Ztschr. f. Chir., 1927, 
Cciii-cciv, 332. 

A case of hypertrophic leucoplakia of tongue treated by 
Souttar’s cautery. H.C. Semon. Lancet, 1927, ccxiii, 752. 

Cancer of the tongue. W. H. Scumipr. J. Am. M. Ass., 
1927, Ixxxix, 1321. 

The treatment of cancer of the tongue. D. C. L. 
Firzwititams. Lancet, 1927, ccxiii, 907. (91) 

A needle for anesthesia of the maxillary nerve. J. 
ConNOLLY. U.S. Naval M. Bull., 1927, xxv, 889. 


Pharynx 


Experimental sore throat. G. F. Dick and G. H. Dick. 
J. Am. M. Ass., 1927, Ixxxix, 1135. 

Parapharyngeal abscess with complications. R. F. 
Netson. California & West. Med., 1927, xxvii, 518. 

A case of double septic peritonsillar phlegmon with 
gangrene of the tonsils. C. F. R. Vercés. Semana méd., 
1927, Xxxiv, 625. 

Hypertrophy of the tonsils with cartilaginous nuclei. 
L. S. Moreno. Semana méd., 1927, xxxiv, 776. 

The advantages of local anesthesia in tonsillectomies in 
adults. J. C. MAcponaALp. South. M. J., 1927, xx, 772. 

Tonsillectomy with nitrous oxide-oxygen anesthesia. 
M. Price. Anes. and Anal., 1927, vi, 251. 

Tonsillectomy by electrocoagulation. P. H. GREELEY. 
Am. J. Surg., 1927, iii, 375. 

Case reports: complications of local tonsillectomy. 
McC.intock and TRIBLE. Laryngoscope, 1927, xxxvii, 748. 

Specific retropharyngeal tumor and multiple gummata. 
E. Foster and A. Prraum. Semana méd., 1927, xxxiv, 829. 

Radium treatment of cancer of the pharynx and 
cesophagus. J. Guisez. Med. J. & Rec., 1927, cxxvi, 505. 


Neck 


A case of torticollis. M. Frirzmaurice-Ketty. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1825. 

Bilateral complete cervical fistula. W. WooveEN and D. 
K. Hutcuens. Am. J. Surg., 1927, iii, 377. 


|_| 

Roy. = 
Med., 
BYRD. 
| con- 

1927, 
JEAN, 

mea- | 
e the 
roved 
ond., 
n the 
MAN. 
Roy. 

[88] 
logy 

and 
<YN- 
3 
nat. 

[88] 
S at 
Toc. 
[89] 
ain- 
"cus 
rol., 
89] 
| 
t of eee 
83. 

the 
ol., 
the 
27) 

ith 
eu- 
ate 
he 

R. 
27, 
nic 
R. 

& 
ly 

ad 


148 


Muen- 


Tumors of the carotid gland. H. FLOERCKEN. 


chen. med. Wchnschr., 1927, Ixxiv, 931. 

The influence of the thyroid gland on the content of 
iodine, glucose, and amino acids in the blood. R. Krart. 
Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1927, xl, 433. 

The activity of the thyroid o- in relation to the 
staining reactions of the colloid. E. E. Hewer. J. Path. & 
Bacteriol., 1927, xxx, 621. 

Basal metabolism. F. W. Nrewavus. Nebraska State 
M. J., 1927, xii, 390. 

he acid-base equilibrium in thyroid conditions. 
Morros SarpA. Prog. de la clin., Madrid, 1927, xv, 688. 

Thyroid pathology in retrospect and prospect. B. 

BrEITNER. Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1927, 


xl, 288. 

Management of the hypothyroid patient. W. H. 
Hicerns. South. M. J., 1927, xx, 779. 

The visceral reflexes in the symptomatology of diseased 
thyroid. G. — JiméneEz, and A. GarmaA. Med. 
Ibera, 1927, xi, 205. 

A case of calcized A. Arens and A. R. 


Bioom. Radiology, 1927, ix, 3 
C. E. Henry. U.S. M. Bull., 1927, xxv, 


oo in Silesia. H. Hauke. Mitt. a. d. Grenzgeb. d. 
Med. u. Chir., 1927, xl, 327. 

Goiter with complications. G. Krsser and W. A 
Bockoven. J. Iowa State M. Soc., 1927, xvii, 365. 

A study of goiter classification and nomenclature. J. H. 
Hutton. Am. J. Surg., 1927, iii, 359. 

Cardiac disturbances in goiter. J. Puitiies and J. P. 
AnpDERSON. J. Am. M. Ass., 1927, Ixxxix, 1380. 

The combination of thyroid struma and pseudo-mucin 
cystoma of the ovary from the standpoint of their develop- 
ment. H. Haccac. Arch. f. path. Anat., 1927, cclxiv, 686. 

Iodine in the treatment of goiter; its use and abuse. 
W. B. Mosser. Atlantic M. J., 1927, xxxi, 20. 

The use and misuse of iodine in the treatment of toxic 
goiter. E.Gortscu. N. York State J. M., 1927, xxvii, 1075. 

The réle of the heart and blood pressure in the surgical 
treatment of hyperthyroidism. E. S. Smita and H 
Liccetr. Am. J. Surg., 1927, iii, 364. 

Toxic adenoma? 8B. BREITNER. 
Chir., 1927, cci, 95. 


Deutsche Ztschr. f. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


The surgical treatment of epilepsy. H. Fiscner. Arch. 
f. klin. Chir., 1927, cxlvi, 562. 

Brain injury caused by accident. H. KERSCHENSTEINER. 
Muenchen. med. Wchnschr., 1927, lxxiv, 844. 

Cerebrospinal meningitis. H. Orreco. Rev. méd. de 
Chile, 1927, lv, 297. 

Meningitis of a mixed type in a two weeks’ old infant. 
W. A. McGee. Arch. Pediat., 1927, xliv, 636. 

The differential diagnosis ‘between septic meningitis, 
brain abscess, and lateral sinus thrombosis complicating 
mastoiditis. G. W. Swirt. Ann. Otol., Rhinol. & Laryngol. 
1927, XXXvi, 669. 

Local specific treatment of experimental pneumococcus 
meningitis. F. W. Stewart. J. Am. M. Ass., 1927, 
Ixxxix, 1316. 

Cirsoid angioma of the meninges of the brain and cord. 
G. Pertues. Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 93. 

Chronic subdural hematoma. F.C. Grant. Ann. Surg., 
1927, Ixxxvi, 485. [94| 


INTERNATIONAL ABSTRACT OF SURGERY 


NERVOUS SYSTEM 


The secondary symptoms of exophthalmic goiter. J. W. 
Hinton. Ann. Surg., 1927, Ixxxvi, 532. 


Studies on the pre-operative and postoperative iodine - 


treatment of Basedow’s disease. F. SCHUERER-WALDHEIM. 
Wien. klin. Wchnschr., 1927, xl, 745, 787. 
Toxic goiter: the place of surgery in its treatment. T. P. 


Donat. Brit. M. J., 1927, ii, 771. [92] 
Toxic goiter: indications for surgical treatment. G. R. 
Murray. Brit. M. J., 1927, ii, 774. (92) 


Contribution on the recognition and treatment oi 
malignant struma. M. Levinson. Schweiz. med. Wchnschr., 
1927, lvii, 466. 

Malignant disease of the thyroid gland. E. M. Experts 
and R. R. Fitzcrratp. Ann. Surg., 1927, Ixxxvi, 515. [92] 

Radiation therapy in malignant diseases of the thyroic 
gland. U. V. Portmann. J. Am. M. Ass., 1927, Ixxxix, 
1131. {93} 

The prevention of myxcedema and tetany in operations 
for goiter. K. Urban. Zentralbl. f. Chir., 1927, liv, 


1937. 
transplantation by injection. H. Kurtzann 
and H. Huesner. Zentralbl. f. Chir., 1927, liv, 1666. 

A case of extensive hematoma of the skin (haemorrhages 
following thyroidectomy). Dr1AK. Deutsche Ztschr. f. 
Chir., 1927, ccii, 400. 

Pre- and postoperative care of the goiter patient. R.S 
Dinsmore. California & West. Med., 1927, xxvii, 480. 

The topography of the larynx. W. MINNIGERODE. 1927: 
Munich, Bergmann. 

The value of laryngo-otology in sutgery. K. AMERSBACH 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 337. 

A case of compound fracture of the larynx; recovery. 
W. S. SHARPE. J. Laryngol. & Otol., 1927, xlii, 682. 

Immobility of the vocal cords; the neurological aspect. 
A. B. Ketty. Brit. M. J., 1927, ii, 678. 

Immobility of the vocal cords; mechanical immobiliza- 
tion. H. Trttey. Brit. M. J., 1927, ii, 681. 

A new laryngeal syringe. S. YANKAUER. Laryngoscope, 
1927, XXXVii, 751. 

Laryngeal complications of irradiation. L. H. Crerr. 
Arch. Otolaryngol., 1927, vi, 338. [93] 

A case in which skin was grafted in the laryngeal — 
by the Thiersch method. S. Litvak. Vestnik chir. 
pogranitnych oblastej, 1926, viii, 176. (93| 


A case of subdural blood cyst in the right frontal region 
located by pneumoradiograms. Sir J. Purves-STEWART. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1837. 

Meningeal symptoms developing, disappearing, and re- 
appearing; a cerebellar abscess possibly leaking into 
meninges. E. B. BARNES. Proc. Roy. Soc. Med., Lond., 
1927, xx, 1878. 

Encephalography. R. W. Wacconer. Am. J. M. Sc., 
1927, clxxiv, 459. 

Encephalography and L. Herricu. 
Ergebn. d. Chir. u. Orthop., 1927, xx, 156. 

The importance of ophthalmology and otology in the 
early diagnosis of tumors of the brain. E. R. CARPENTER. 
Arch. Otolaryngol., 1927, vi, 366. 

A variety of mental confusion in the course of cerebra! 
tumors: the effect of hypertonic injection on ventricular 
tension. H. CLaupg, H. Barux, and A. Lamacue. Presse 
méd., Par., 1927, XXXv, 1073. 

A ‘large calcified shauentnne. of the cerebrum with 
independent terminal cerebral hemorrhage. R. P. Satu. 
J. Path. & Bacteriol., 1927, xxx, 583. 


| 
| A 
Kor 
B 
Gul 
T 
H. 
Spri 
BAR 
J B 
Imp 
Der 
A 
Ro: 
Cal 
: 192 
for 
par 
the 
bifi 
ton 
ang 
Ch 
( 
W. 
( 
aut 
Be 
liv 
D. 
18 
Bs 
i, | 
of 
Su 
su 
ch 
j ro 
G 
W 
th 
M 
3 R 
hi 
Si 


A dermoid cyst of the left cerebral hemisphere. G. 
Kopriwa. Med. Klin., 1927, xxiii, 645. 

Brain tumors and their operative treatment. BERGER and 
GULEKE. Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 104. 

The surgical treatment of brain tumors: a clinical study. 
H. Otrvecrona and E. von LysHotm. 1927: Berlin, 
Springer. 

Intracranial complication of aural suppuration. E. B. 
Barnes. Proc. Roy. Soc. Med., Lond., 1927, xx, 1879. 

Cerebral abscess of otitic origin. W. W. WoopHOUSE. 
J. Laryngol. & Otol., 1927, xlii, 685. 

Brain abscess complicating frontal sinusitis. C. J. 
ImpERATORI. Med. J. & Rec., 1927, cxxvi, 401. 

Gas gangrene infection of the brain. A. PETTERMAND. 
Deutsche Ztschr. f. Nervenh., 1927, xcvi, 70. 

A case of lesion of the corpus striatum. E. Scott. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1824. 

The quadrigemellar syndrome. M. R. Castex and A. F. 
CaMAUER. Rev. oto-neuro-oftalmol. y de cirug. neurol., 
1927, i, 121. 

The significance of the iodine resorption test and the test 
for patency of the canal in surgery of the brain and cord, 
particularly in determining the cause of, and preventing, 
the developing hydrocephalus after operations for spina 
bifida. L. Hemreicn. Beitr. z. klin. Chir., 1927, cxl, 345. 

The treatment of hydrocephalus by ureterodural anas- 
tomosis. B. Heiter. Zentralbl. f. Chir., 1927, liv, 1859. 

The operative exposure of tumors of the cerebellopontine 
angle. R. Demet and W. Scuutze. Deutsche Ztschr. f. 
Chir., 1927, cciii-cciv, 168. 

Cerebellar hemorrhage cured by operation. I. Kron and 
W. Mintz. Deutsche med. Wchnschr., 1927, liii, 1054. 

Cerebellar abscess of otitic origin, case report with 
autopsy findings. S. B. Marxs. Kentucky M. J., 1927, 
XxvV, 556. 

A tumor of the cerebellum. F. PENpt and J. RIENHOLD. 
age z. klin. Chir., 1927, cxl, 353. Zentralbl.f. Chir., 1927, 
iv, 1385. 

A healed tuberculoma of the cerebellum. M. J. Stewart. 
J. Path. & Bacteriol., 1927, xxx, 577. 

Pituitary disease. Brit. M. J., 1927, ii, 735. 

Dyspituitarism with double optic atrophy. (Cause?) 
D. McAtpine. Proc. Roy. Soc. Med., Lond., 1927, xx, 
1839. 

Pituitary tumors. Lancet, 1927, ccxiii, 815. 

Paralysis of the asseciated movements of the eyes. M. 
Batapo and E. Aprocue. Arch. argent. de neurol., 1927, 
i, 81. 

Root section under local anesthesia for the radical cure 
of trigeminal neuralgia major. W. T. CoucHitin. Ann. 
Surg., 1927, Ixxxvi, 494. 

The experimental anatomicopathological basis of the 
surgical treatment of neuralgia of the trifacial nerve and the 
changes in the gasserian ganglion in retrogasserian neu- 
rotomy. I. Scatone. Arch. ital. di chir., 1927, xviii, 69. 

Schwannoma of the auditory nerve. J. LLAmBras and 
G. Orozco. Arch. argent. de neurol., 1927, i, 73. 


Spinal Cord and Its Coverings 


Traumatic diseases of the spinal cord. H. STEINDL. 
Wien. klin. Wchnschr., Special Supp., 1927, xl, 1. 

Hydatid cyst involving the vertebre and medulla of 
the cervical region; sudden death from rupture of the cyst. 
M. R. Castex, R. CAMAUER ARMANDO, and A. BaTrTro. 
Rev. Soc. de med. interna y Soc. de tisiol., 1927, iii, 197. 

A subpleural hydatid cyst involving the spinal cord after 
having destroyed dorsal verterbre. R. CASTEX MARIANO 
and F. CAMAUER ARMANDO. Rev. Soc. de med. interna y 
Soc. de tisiol., 1927, iii, 177. 


BIBLIOGRAPHY OF CURRENT LITERATURE 149 


Ligation of the anterolateral column of the spinal cord. 
O. Haun. Beitr. z. klin. Chir., 1927, cxl, 32. 

Two children subjected to laminectomy because of adhe- 
sions in the dural space due to serous meningitis. SAUER- 
Brucu. Zentralbl. f Chir., 1027, liv, 1506. 

A case of medullary compression by primary tuberculous 
cervical pachymeningitis. A. BERNARD, M. HERMANGE, 
and J. Detcour. Bull. et mém. Soc. méd. d. hép. de Par., 
1927, xliii, 1277. [95] 

The surgery of spinal cord tumors. A. W. WISCHE- 
NEwSkY. Zentralbl. f. Chir., 1927, liv, 1927. 

Tumors of the cauda equina and spinal cord. G. E. 
Bennett. J. Am. M. Ass., 1927, lxxxix, 1480. 


Peripheral Nerves 


Some paralyses which occur in childhood. H. T. Asusy. 
Practitioner, 1927, cxix, 244. 

Diaphragmatic paralysis resulting from injury of the 
brachial plexus. J. W. Epstern. Am. J. Dis. Child., 1927, 
XXxxiv, 634. 

Anatomical anomalies of the phrenic nerve and their 
influence on the effects of resection in pulmonary tuber- 
culosis. A. PERERA. Prog. de la clin., Madrid, ws es 


335: 

Delayed paralysis of the ulnar nerve following fractures 
of the external condyle of the humerus. L. DescoutTes 
and R. Dents. Presse méd., Par., 1927, xxxvi, 868. [95] 


Sympathetic Nerves 


Anatomical observations on the structure of the sym- 
pathetic nervous system. P. Stour, JR. Klin. Wchnschr., 
1927, vi, 977. 

Contribution on problems which concern muscle tone in 
—. SANcHEz C6zar. Prog. de la clin., Madrid, 1927, 
Xv, 650. 

End-results of ramisection in spastic paralysis. S. F. 
Stewart. J. Bone & Joint Surg., 1927, ix, 724. 

The surgical treatment of functional disturbances of the 
vascular system. F. BRUENING. Deutsche med. Wchnschr., 
1927, liii, 1041. 

Two cases of sympathicoblastoma. B. CAPALpi. Frank- 
furt. Ztschr. f. Path., 1927, xxxv, 83. 

The moistening of arterial vessels with alcohol as a 
substitute for sympathectomy. N. Nasarorr. Arch. f. 
klin. Chir., 1927, cxlvi, 615. 

A critic of the operative therapy of angina pectoris based 
on a case of vocal cord paralysis following sympathectomy. 
M. G. SEEtic. Am. J. Surg., 1927, iii, 315. 

The results of periarterial sympathectomy according to 
an inquiry made among surgeons of Russia in 1926. S. 
RouBacuEFF. Rev. de chir., Par., 1927, xlvi, 341. 


Miscellaneous 


Cerebrospinal fluid. H. H. Reese. Wisconsin M. J., 
1927, Xxvi, 506. 

A study of the perivascular tissues of the central nervous 
system, with the supravital technique. L. S. Kusre. J. 
Exper. Med., 1927, xlvi, 615. 

A telephone accident with symptoms of organic changes 
in the brain and cord and its importance in legal medicine. 
E. TRAUTMANN. Deutsche Ztschr. f. Nervenh., 1927, xcvii, 
63. 
Foci of infection and the central nervous system. H. H. 


Hoppe. Ohio State M. J., 1927, xxiii, 827. 

The present status of the treatment of syphilis of the 
central nervous system. J. I. Marker. J. Iowa State M. 
Soc., 1927, xvii, 358. 


. 
W. 
dine 
EIM. 
[92] 
of 

hr., 
RTS 
92) 
oid 
ix, 
93) 
ons 
liv, 
HN 

ry. 
Ne, 
7. 
3] 
ty 

i . 
3] 
n 
Ra 
a 

J 

e 


Chest Wall and Breast 


The encroachment of tuberculous processes from the 
lungs into the chest wall. G. Suwon. Med. Klin., 1927, 
xxill, 753. 

Massive resection of the thoracic wall for osteoid 
sarcoma. SAUERBRUCH. Zentralbl: f. Chir., 1927, liv, 


1508. 

. Pendulous breast. Kauscu. Zentralbl. f. Chir., 1927, 
v, 1889. 

Polymastism in woman. W. D. Git. South. M. J., 
1927, Xx, 769. 

A new method of treatment for breast infections. E. 
Cary and A. K. VAN Dusen. Illinois M. J., 1927, lii, 328. 

Breast tumors. A. C. Kinc. New Orleans M. & S. J., 
1927, Ixxx, 242. 

Hemolymphangioma cavernosum mixtum of the breast. 
H. U. Katutus. Muenchen. med. Wchnschr., 1927, lxxiv, 
1016. 

The management of cancer of the breast. A. W. 
Erskine. J. Am. M. Ass., 1927, Ixxxix, 1402. 

The treatment of fifteen cases of operable cancer of the 
breast with radium and the roentgen rays. WEBSTER, 
Douctas, THIERENS, and Nicnoras. Strahlentherapie, 
1927, XXv, 623. 

Discussion on X-rays and radium in the treatment of 
cancer of the breast. N.S. Fryzi and others. Brit. M. J., 
1927, ii, 728. [96 

Roentgen-surgical treatment of cancer of the breast. 
L. Armani. Actinoterapie, 1927, vi, 193. 96 

Postoperative roentgen irradiation of carcinoma of the 
breast and its technique. K. LunmMann. Beitr. z. klin. 
Chir., 1927, Cxxxix, 544. 

Plastic reconstruction of the axilla in the operation for 
cancer of the breast; report of the author’s first fifty cases. 
W. T. Coucuiin. Surg., Gynec. & Obst., 1927, xlv, 523. 


Trachea, Lungs, and Pleura 


Radium treatment in en of the upper air pas- 
sages. G. A. Rosinson. J. Am. M. Ass., 1927, Ixxxix, 751. 

A foreign body impacted in the lower air and food 
passages. M. F. ARBUCKLE. J. Missouri State M. Ass., 
1927, XXiV, 445. 

The clinical diagnosis of intratracheal tumors. O. 
Mater. Deutsche Ztschr. f. Chir., 1927, cci, 270. 

Endoscopy, with analysis of cases. G. C. HALL. Ken- 
tucky M. J., 1927, xxv, 571. 

Foreign bodies in the bronchus of intrapulmonary origin; 
report of a case. P. P. Vinson. Surg., Gynec. & Obst., 
1927, xlv, 548. 

The pathology of echinococcus infection of the lungs. 
L. P. Marrantscuik. Zentralbl. f. Chir., 1927, liv, 1286. 

An address on septic infections of lungs and bronchi. 
D. A. Stewart, J. E. Pritcwarp, and E. L. Ross. Ca- 
nadian M. Ass. J., 1927, xvii, 1116. 

The results in the treatment of pulmonary tuberculosis 
by artificial pneumothorax in seventy-six cases. +: ne 
ge and F. B. Starrorp. Virginia M. Month., 1927, 

Vv, 428. 

Successive and simultaneous bilateral pneumothorax; 
technique; indications and results. J. J. Viton, J. 
Goyrcuea, and A. Musso. Rev. Soc. de med. interna y 
Soc. de tisiol., 1927, iii, 286. 

Simultaneous bilateral artificial pneumothorax. A. I. G. 
McLaucutin and G. Fitpes. Lancet, 1927, ccxiii, 698. 


INTERNATIONAL ABSTRACT OF SURGERY 


SURGERY OF THE CHEST 


Hemoptysis secondary to the formation of an artificial 
pneumothorax. L. U. Rasurreti and R. Repetto. Rev. 
Soc. de med. interna y Soc. de tisiol., 1927, iii, 311. 

A case of artificial pneumothorax. with autopsy. L. § 
Peters. Med. J. & Rec., 1927, cxxvi, 414. 

The surgical treatment of pulmonary tuberculosis and 
bronchiectasis. C. D. Lockwoop. Surg. Clin. N. Am 
1927, vii, 1209. 

Surgery in its application to the treatment of selected 
cases of pulmonary tuberculosis. H. REEp. J. Oklahoma 
State M. Ass., 1927, xx, 274. 

Phthisis—its surgical management. H. Horr. California 
& West. Med., 1927, xxvii, 495. 

The question of the surgical treatment of pulmonary 
tuberculosis. F. Micnetsson. Muench. med. Wchnschr., 
1927, Ixxiv, 897. 

Discussion of the reports upon the indication for surgical 
treatment of pulmonary tuberculosis. J. de chir. et Ann. 
Soc. belge de chir., 1927, p. 142. 

Apicolysis in the treatment of pulmonary tuberculosis. 
De Winter and Gorraerts. J. de chir. et Ann. Soc. belge 
de chir., 1927, p. 145. 

Pulmonary abscess following tonsillectomy: preliminary 
report. A. OcHSNER and W. Nessir. Arch. Otolaryngol., 
1927, vi, 330. 

Non-tuberculous pulmonary suppuration. P.H. Prer- 
son. California & West. Med., 1927, xxvii, 511. [97] 

The relationship of chronic bronchitis and bronchiectasis 
to paranasal sinus infection. M. Schwartz and H. L. 
WErnER. Am. Med., 1927, xxxiii, 623. 

The use of lipiodol by injection into the bronchi and 
bronchiectasis in children. R.G. Brown. Med. J. Aus- 
tralia, 1927, ii, 506. 

The diagnosis and treatment of bronchiectasis. C. A. 
Hepsiom. J. Am. M. Ass., 1927, Ixxxix, 1384. [98] 

Demonstrations in the surgical treatment of bronchiec- 
tasis. SAUERBRUCH. Zentralbl. f. Chir., 1927, liv, 1511. 

The surgery of pulmonary cavities. H. Hauke. Beitr. 
z. klin. Chir., 1927, cxl, 343. 

A case of fibrocystic disease of the lung. P. J. Kertey, 
L. R. SHore, and W. A. Younc. Lancet, 1927, ccxiii, 699. 

A radiosensitive pleuropulmonary tumor simulating a 
pleural ps P. AMEUILLE and M. Tacquet. Bull. et 
mém. Soc. méd. d. hép. de Par., 1927, xliii, 1221. 

A antiiinn to the operative treatment of tumors of 
the lung. G. Divis. Acta chirurg. Scand., 1927, Lxii, 320- 

Primary carcinoma of the bronchi. T. McCrar, E 
Funk, and C. Jackson. J. Am. M. Ass., 1927, Ixxxix, 1140. 

Primary carcinoma of the lungs: a further study, with 

articular attention to incidence, 7 and metastases 
in the central nervous system. B. M. Friep. Arch. Int. 
Med., 1927, xl, 340. 

A case of unrecognized partial pneumothorax; encysted 
oleothorax following an intratracheal injection of lipiodol. 
J. Caussmuon. J. de méd. de Bordeaux, 1927, civ, 587. 

Double spontaneous pneumothorax. H. F. Gamons. 
Med. J. & Rec., 1927, cxxvi, 475. 

Pleurisy: a report of 1,017 cases. 
J.-Lancet, 1927, xlvii, 484. 

A case of chocolate-colored, cholesterol-containing pleural 
effusion. Glasgow M. J., 1927, cviii, 213. 

Chronic a. JE . JENNINGS. Ann. Surg., 1927, 
Ixxxvi, 61 98 

The a of empyema in children by the closed 
method and suction drainage. D. W. PARKER. Boston M. 
& S. J., 1927, cxcvii, 653. [98] 


D. R. Hasrines. ’ 


150 
Ma 
An 
H. Ni 
xl, 27 
Ac 
Lond 
Co 
right 
adhe: 
Chir. 
A 
Ztscl 
Tt 
Dyk 
Ac 
KoE 
A 
gasti 
Bull. 
Tl 
G.} 
Re 
the 
Chir 
U 
from 
S 
ah 
192' 
T 
V. 
C 
uml 
Le! 
de. 
Bo 
! 
Ro 
yes 
Me 
( 
G. 
B. 
dit 
Su 
19 
pr 
He 


Major thoracoplasty for chronic empyema: two cases. 
J. H. Gartock. Am. J. Surg., 1927, ili, 395. 

An expansively growing giant sarcoma of the pleura. 
H. Nevinny. Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1927, 


xl, 277. 


Heart and Pericardium 


A case of dextrocardia. E. Scott. Proc. Roy. Soc. Med., 
Lond., 1927, xx, 1824. 

Congestion i in the inferior vena cava at its orifice in the 
right heart, and its significance in the clinical picture of 
adhesive pericarditis. C. Roupe. Deutsche Ztschr. f. 
Chir., 1927, cciii-cciv, 18. 

A fibroma of the heart. M. Teuscuer. Frankfurt 
Ztschr. f. Path., 1927, Ixxiv, 751. 

The direct diagnosis of pericarditis with effusion. C. G. 
Dyke. U.S. Naval M. Bull., 1927, xxv, 894. 

Adhesive pericarditis and its surgical treatment. W. 
KoENNECKE. Muenchen. med. Wchnschr., 1927, lxxiv, 675. 

A cure of purulent pneumococcic pericarditis by epi- 
gastric pericardotomy. L. Ramonp and R. WEILL-SPIRE. 
Bull. et mém. Soc. méd. d. hép. de Par., 1927, xliii, 931 


Csophagus and Mediastinum 


Three cases of foreign bodies swallowed by children. 
G. Morean. Proc. Roy. Soc. Med., Lond., 1927, xx, 1825. 

Removal of foreign bodies from ‘the thoracic portion of 
the cesophagus by gastrotomy. J. Majanz. Arch. f. klin. 
Chir., 1927, cxlvi, 413. 

Unusual complications following cesophageal injuries 
from foreign bodies and other causes, and some roent- 


Abdominal Wall and Peritoneum 


Subcutaneous ae of the abdominal wall simulating 
a hematoma. H. M. Hinricusen. Zentralbl. f. Chir., 
1927, liv, 1757. 

The clinical features and treatment of panniculitis. 
V. Coates. Med. J. & Rec., 1927, cxxvi, 409. 

Operation for fat abdomen with preservation of the 
umbilicus. J. Frist. Wien. klin. Wchnschr., 1927, xl, 873. 

A heterologous benign hypernephroma in a hernial sac. 
F. Paotucct. Ann. ital. di chir., 1927, vi, 666. [100] 

Spinal anesthesia in a case of strangulated hernia. 
LreMERVIER and Bonamy. Bull. et mém. Soc. d. chirurgiens 

_ de Par., 1927, xix, 510. 

An unusual case of umbilical hernia in an infant. E. C. 
BowpENn. Brit. J. Surg., 1927 XV, 337- 

A case of ventral hernia. M. FrtzMAuRICE-KELLY. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1825. 

Strangulated inguinal hernia with burst ms at ninety-one 
years of age: operation and recovery. C. E. CoRLETTE. 
Med. J. Australia, 1927, ii, 582. 

Oblique inguinal hernia—a fundamental factor in its cure. 
G. A. WatL. J. Oklahoma State M. Ass., 1927, xx, 279. 
Plastic material for operations for inguinal herniz. 

B. Utricus. Zentralbl. f. Chir., 1927, liv, 1298. 

The ideal in herniorrhaphy; a new method efficient for 
direct and indirect inguinal — W. W. Bascock. 
Surg., Gynec. & Obst., 1927, xlv, 53 [100] 

The peritoneum. R. R. Best. _ om State M. J., 
xii, 379- 

The relation of the peritoneal mesothelial cells to the 
production of ascites. G. HELLER. Bull. Johns Hopkins 
bon, Balt., 1927, xli, 207. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


SURGERY OF THE ABDOMEN 


I51 


genological observations. W. Kinpier. Ztschr. f. Hals- 
Nasen- u. Ohrenheilk., 1927, xix, 1. 

Contribution on the of strictures. 
L. Lurz. Wien. klin. Wehnschr., 1927, xl, 789. 

Autodilatation in cicatricial stenosis of the cesophagus. 
G. Portman. Laryngoscope, 1927, xxxvii, 752. 

Diverticulum of the esophagus. SAUERBRUCH. Zentralbl. 
f. Chir., 1927, liv, 1508. 

A combined treatment for cancer of the cesophagus. 
P. N. Coryttos and I. I. Kaptan. Am. J. Roentgenol., 
1927, xviii, 328. 

Experimental surgery of the cesophagus. G. L. Car- 
RINGTON. Ann. Surg., 1927, Ixxxvi, 505. 

Dermoid cyst of the mediastinum. S. L. Caxpsick. 
Arch. Surg., 1927, xv, 660. 

Teratoma of the mediastinum. M. F. KAvANAuGH. 
California & West. Med., 1927, xxvii, 518. 

Dystopia cruciata thymi. P. ScHNEIDER. Beitr. z. path. 
Anat. u. z. allg. Path., 1927, lxxvii, 4409. 

A case of life-threatening thymic hyperplasia in a new- 
born infant cured with the roentgen rays. N. TeEMESVARY. 
Zentralbl. f. Gynaek., 1927, li, 1248. 


Miscellaneous 


Discussion on the X-rays in the diagnosis of intrathoracic 
growths. S. MELVILLE and others. Brit. M. J., 1927, ii, 


725. 
Medical treatment of diseases of the chest in children. 
H. C. Bercer. Nebraska State M. J., 1927, xii, 372. 
Primary intrathoracic malignancy. J. M. Perret. New 
Orleans M. & S. J., 1927, Ixxx, 213. 


Symptoms of perforation peritonitis in a diabetic. W. 
UsapeL. Zentralbl. f. Chir., 1927, liv, 1364. 

Surgery of the peritoneum. W. KoertTeE. 1927: Stuttgart, 

nke. 

The surgical treatment of tuberculous peritonitis. LER. 
Lonc. J. Oklahoma State M. Ass., 1927, xx, 277. 

Czcostomy combined with drainage in the treatment of 
acute infectious peritonitis. E. VAN Erps. J. de chir. et 
Ann. Soc. belge de chir., 1927, p. 98. 

Chronic fibrous epiploitis. A. C. Maconte. Brit. M. Bus 
1927, ii, 733. 

Oxyuris ova in the omentum in a case of fixed retroflexion 
of the uterus with a perforation scar in the appendix. 
G. BopecuTeEL. Zentralbl. f. Gynaek., 1927, li, 1500. 

Chronic inflammatory tumors of the omentum. K. 
Guetic. Beitr. z. klin. Chir., 1927, cxl, 370. 

Cystic hemolymphangioma of the great omentum. 
IsELIN. Bull. et mém. Soc. d. chirurgiens de Par., 1927, 
xix, 569. 

Gastro-Intestinal Tract 


Obstructive lesions of the gastro-intestinal tract. A. J. 
Grant. Canadian M. Ass. J., 1927, xvii, 1149. 

Bleeding from the gastfo-intestinal tract caused by 
benign polypoid tumors: report of cases. J. M. Marcus. 
Am. J. Surg., 1927, iii, 342. 

The avoidance of the formation of dangerous closed dead 
spaces in gastric and intestinal surgery. A. L. Sorest. 
Deutsche Ztschr. f. Chir., 1927, ccii, 193. 

The relation of gastric function to the chemical composi- 
tion of the blood; a ge ge 4 report. F. L. APPERLY 
and K. SEMMENS. ed. J. Australia, 1927, Supp. 5, 


p- 153- 


cial | 
tev. 
and 
m., 
ted 
ma 
nia 
ary 
cal 
nn. 
is. 
Ige 
)7 | 
R- 
)7| 
sis 
A. 
8) 
a 
of 
h 
1 
/ 
l 
| 


152 INTERNATIONAL ABSTRACT OF SURGERY 


Volvulus of the stomach. Becker. Arch. f. klin. Chir., 
1927, cxlv, 203. 

Changes in the shape of the stomach due ” : deformity. 
B. Martin. Zentralbl. f. Chir., i92t» liv, 17 

Operation for gastroptosis. f. 
Chir., 1927, liv, 1546. 

Traumatic gastric and intestinal perforations. VAN A. 
Proos and P. J. be BrutNE. Monatsschr. f. Unfallheilk. u. 
Versicherungsmed., 1926, xxxiii, 123. 

A perforating foreign body causing gastric bleeding; case 
history. B. Lorenz. Muenchen. med. Wchnschr., 1927, 
Ixxiv, 897. 

Roentgenological visualization of swallowed artificial 
teeth prostheses. THIELMANN. Ztschr. f. Hals-Nasen- u. 
Ohrenheilk., 1927, xvii, 351. 

Physostigmine as an aid in gastro-intestinal roentgen-ray 
diagnosis. M. Ritvo and S. Weiss. Am. J. Roentgenol., 
1927, XViii, 301. [100 

Gastroscopy. A. HuEBNER. Ergebn. f. Chir. u. Orthop., 
1927, Xx, 266. 

Important problems in gastroscopy. H. HoHLwec. 
Muenchen. med. Wchnschr., 1927, Ixxiv, 751. 

Stomach ache. J. W. SHUMAN. Med. J. & Rec., 1927, 
cxxvi, 438. 

Cardiospasm. H. Brunn. Surg. Clin. N. Am., 1927, vii, 
1295. 

The effect of experimental pyloric stenosis on gastric 
secretion. A. C. Ivy, E. H. DROoEGEMUELLER, and J. L. 
Meyer. Arch. Int. Med., 1927, xl, 434. [101] 

Subacute gastric phlegmon. De Takats. Ann. Surg., 
1927, Ixxxvi, 626. 

Phlegmonous gastritis. M.L. WEINSTEIN and J. KLEIN. 
Ann. Surg., 1927, Ixxxvi, 534. 

Chronic gastritis: its relation to achylia and ulcer. K. 
Faser. Lancet, 1927, ccxiii, 901. [101] 

The early occurrence of gastric hemorrhage in children 
with splenomegaly. R. M. SmitH and P. J. Howarp. 
Am. J. Dis. Child., 1927, xxxiv, 585. 

The treatment of gastric hemorrhage. A. F. R. 
ANDRESEN. J. Am. M. Ass., 1927, Ixxxix, 1397. [101] 

Gastric and duodenal ulcer. FRANGENHEIM. Zentralbl. 
f. Chir., 1927, liv, 1237. 

Peptic ulcer. J. T. Mason. Northwest Med., 1927, 
xxvi, 489. (101). 

The importance of gastritis and duodenitis in the 
development of gastric and duodenal ulcers. G. E. 
Konjetzny and H. Punt. Med. Klin., 1927, xxiii, 986, 
1025, 1063. 

Gastrogenic constipation in gastric and duodenal ulcer. 
A. FRENKEL. Zentralbl. f. Chir., 1927, liv, 1223. 

The tendency of gastric ulcers to heal. V. HorrMann. 
Arch. f. klin. Chir., 1927, cxlvi, 570. 

Perforated gastric and duodenal ulcer. A. P. Jones. 
South. M. J., 1927, xx, 812. 

The activating effect of the human blood serum on the 
gastric secretion: a contribution on the pathogenesis of 
gastric and duodenal ulcer. K. Gerner. Arch. f. Ver- 
dauungskr., 1927, xl, 373. 

Observations on the pathogenesis of ulcer disease. G. 
STEINER. Med. Klin., 1927, xxiii, 434. 

Clinical and experimental contributions on the ulcer 
question. III. The pathogenesis and malignant degenera- 
tion of gastric and duodenal ulcers. V. Orator and F. 
MeEtTzLeR. Deutsche Ztschr. f. Chir., 1927, ccii, 167. 

The part played by infection in the development of cer- 
tain gastroduodenal ulcers. P. Duvat. Arch. ital. di chir. 
1927, XViii, 177. [102] 

The pathology and treatment of gastric and duodenal 
ulcer. J. B. DEAveER and S. P. Remann. Am. J. Surg., 
1927, iil, 333- 


Some observations on gastric and duodenal ulcers in 
Bengal. H. Hincston. Indian M. Gaz., 1927), Ixii, 543. 

The diagnosis of perforated gastric ulcer. M. SIEBNER. 
Deutsche med. Wchnschr., 1927, liii, 1141. 

An analytical bucket for "quick qualitative analysis of the 
gastric contents and for gastric and 
duodenal ulcers. M. Ernnorn. J. Am. M. Ass., 1927, 
Ixxxix, 1333. 

Radiological appearances in gastric and duodenal ulcers. 
H. A. McCoy. Med. J. Australia, 1927, Supp. 8, 228. 

Dissatisfaction with present methods of treatment of 
ulcer. A. M. Virginia M. Month., 1927, 

V, 403. 

Sippy treatment for ?— ulcer in naval hospitals. 
~ E. Brunscuwic. U. S. Naval M. Bull., 1927, xxv, 

71. 

Is there an antipepsin? P. Scumuzicer. Arch. f. klin. 
Chir., 1927, cxlvi, 372. 

Salvarsan and gastric ulcer. K. HERMAN. Wien. klin. 
Wchnschr., 1927, xl, 590. 

Postoperative recurring ulcer and peptic ulcer. A. 
Constant. Bol. Soc. de cirug. de Chile, 1927, v, 200. 

Bases for the surgical treatment of chronic gastric and 
duodenal ulcer. F. Korentc. Deutsche med. Wchnschr., 
1927, liii, 697. 

Conservative ulcer surgery. J. R. VERBRYCKE, Jr. 
South. M. J., 1927, xx, 749. 102 

The choice of operations for peptic ulcer. J. S. Horsey. 
South. M. J., 1927, xx, 751. [102] 

Experiences in the operative treatment of gastric and 
— ulcer. Pampert. Zentralbl. f. Chir., 1927, liv, 
1376. 

The operative treatment of acute perforated gastric and 
duodenal ulcer. B. von Tesseny1. Zentralbl. f. Chir., 
1927, liv, 1414. 

Cholecystogastrostomy for gastric ulcer. N. N. NAZAROV. 
Surg., Gynec. & Obst., 1927, xlv, 474. 

Partial gastrectomy for gastric ulcer. D. CHAMBERLAIN. 
Surg. Gynec. & Obst., 1927, xlv, 513. 

A case of complete gastrectomy for chronic ulcer: with 
observations on the effect of the loss of the stomach on the 
physiology of digestion in man. H. B. Butter. Brit. J. 
Surg., 1927, xv, 316. [103] 

Early and late results of the operative treatment of 
gastric and duodenal ulcer. FINsTERER. Med. Klin., 1927, 
xxiii, 539, 585. 

Gastrojejunocolic fistule. I. MacDonatp. Lancet, 
1927, CCXxiii, 804. 

A case of gastrocolic fistula. E. L. Younc, Jr. Boston 
M. &S. J., 1927, cxcvii, 739. 

A clinical contribution on gastric fibromata. B. 
Mitonov. Zentralbl. f. Chir., 1927, liv, 1609. 

Report of a case of pure fibroma of the stomach. E. 
SpaMeR. Zentralbl. f. Chir., 1927, liv, 1925. 

Carcinoma of the stomach 7 the young. V. Knapp. 
Med. J. & Rec., 1927, cxxvi, 4 

Carcinoma developin ulcer in a youth. C. 

SFAHR. Zentralbl. f. Chir., 1927, liv, 1864. 

The gastric contents in cancer. J. FRIEDENWALD and 
L. T. Brown. Med. J. & Rec., 1927, cxxvi, 4or. 

Recurrence of carcinoma of the stomach eighteen years 
after partial gastrectomy. E. P. Goutp. Brit. J. Surg., 
1927, XV, 325. 

An aseptic method of gastrojejunostomy and side-to- 
side, end-to-end, and end-to-side entero-anastomosis by 
means of instrumental isoperistaltic invagination of crushed 
portions of the stomach or intestine. P. NreHANS. Schweiz. 
med. Wchnschr., 1927, lvii, 544. 

The cause of hemorrhage after gastro-enterostomy. M. 
KrasBeEL. Zentralbl. f. Chir., 1927, liv, 1354. 


R 
For 
C 
sutt 
liv, 
Am 
ana 
ect 
rec 
anc 
Sor 
ra} 
] 
sol 
An 
19: 
int 
Sc 
as: 
an 
26 
19 
W 
ti 
T 
Z 

C 

9 

1 

J 

i 

( 


BIBLIOGRAPHY OF CURRENT LITERATURE 153 


Resection after gastro-enterostomy. R. GOEDECKE. 
Fortschr. d. Therap., 1927, iii, 390. 

Our experiences with the von Petz gastro-intestinal 
suturing apparatus. J. Loess. Zentralbl. f. Chir., 1927, 
liv, 1547. 

Gastric secretion after partial gastrectomy. E. KLEIN. 
J. Am. M. Ass., 1927, Ixxxix, 1235. 

Gastric secretion after subtotal gastrectomy. E. Kien. 
Am. J. Surg., 1927, iii, 385. 

Antecolic Pélya resection of the stomach with entero- 
anastomosis. C. L. Gipson. Am. J. Surg., 1927, iii, 391. 

Intestinal obstruction from hydropyonephrosis in an 
ectopic horseshoe kidney; transperitoneal nephrostomy; 
recovery from the obstruction; secondary heminephrectomy 
and final recovery. CARAVEN ‘and CapENAT. Bull. et mém. 
Soc. nat. de chir., 1927, liii, 905. 

The diagnosis of intestinal obstruction by the roentgen 
ray. W.K. Karsrtetscu. Am. J. M. Sc., 1927, clxxiv, 500. 

Further observations on the use of hypertonic saline 
solution in acute intestinal obstruction. E. P. CoLEMAN. 
Anes. and Anal., 1927, vi, 210. 

Intestinal myomata. A. PLENK. Wien. klin. Wchnschr., 
1927, xl, 556. 

Studies of the use of “isacen” for the restoration of 
intestinal tonus after laparotomy. W. NEUWEILER. 
Schweiz. med. Wchnschr., ied, Ivi, 1195. 

Volvulus of the small gut, cecum, and ascending colon 
associated with congenital reversed rotation of the intestine 
and with pregnancy. C. Donaxp. Brit. J. Surg., 1927, xv, 

269. 


Congenital occlusion of the small intestine. S. E. 
Croskery. Brit. M. J., 1927, ii, 787. 

Postoperative ileus. j . A. Gunn. Canadian M. Ass. J., 
1927, XVii, 1154. 

The use of spinal anesthesia in postoperative ileus. L. S. 
Woops. Med. J. Australia, 1927, ii, 545. 

The treatment of ileus. E.Gourpanp. Klin. Wchnschr., 
1927, Vi, 1050. 

Intussusception terminating in “spontaneous elimina- 
tion”; report of a case with complete recovery. 
Tuompson. Am. J. Dis. Child., 1927, xxxiv, 640. 

A remarkable explanation of a case of apparently 
spontaneous cure of an intussusception. TRENDTEL. Klin. 
Wchnschr., 1927, vi, 1000. 

The diagnosis of intussusception in children. VOGELER. 
Zentralbl. f. Chir., 1927, liv, 1760. 

The treatment of intussusception in infants. L. FINKEL- 
steIN. Deutsche med. Wchnschr., 1927, liii, 1143. 

Acute intussusception in the adult. Prrpovx and 
Bull. et mém. Soc. nat. de chir., 1997; 
gi 

Self-produced fistula of the small bowel. W. BrrKEN- 
reLp. Zentralbl. f. Chir., 1927, liv, 1875. 


The duodenal tube and its practical value. Lancet, 
1927, Ccxiii, 918. 
Megaloduodenum; periduodenitis. H. Grove, A. 


SCHONHERR, C. SoRROLA, and B. Arce. Bol. Soc. de 
cirug. de Chile, 1927, V, I 196. 

X-ray diagnosis of duodenal lesions. H. R. SEAR. Med. 
J. Australia, 1927, Supp. 8, 225. 

A duodenojejunal diverticulum as the cause of acute 
intestinal obstruction. A. Krocrus. Deutsche Ztschr. f. 
Chir., 1927, cc, 273. 

The duodenogram applied to the demonstration of a 
duodenojejunal diverticulum. J. Buckstein. Am. J 
Surg., 1927, iii, 340. 

Duodenospasm. M. S. SHatne. Med. J. & Rec., 1927, 
CXXvi, 434. 

Duodenal stasis. A. R. Boom and R. A. ARENS. J. 
Am. M. Ass., 1927, Ixxxix, 1330. 


Chronic duodenal H. J. Warracre. J. 
Med., Cincinnati, 1927, viii, 3 

A case of acute duodenal a following nephrectomy, 
lasting eight days, with recovery. S. A. WALLACE. Cana- 

n M. Ass. J., 1927, Xvii, 1199. 

Duodenal ulcer. E. S. Jupp. Northwest Med., 1927, 
xxvi, 482. [104] 

Perforated ulcers of the duodenum: a report based upon 
twenty-seven cases. E. C. BRENNER. Am. J. Surg., 1927, 
iii, 381. 

Perforated duodenal ulcer simulating common duct 
stone; gastrojejunocolic fistula. E. C. BRENNER. Am. J. 
Surg., 1927, ili, 388. 

Perforated duodenal ulcer: dehiscence of wound; per- 
forated duodenal ulcer: acute appendicitis two and one-half 
years postoperative; perforated duodenal ulcer: recurrence 
of symptoms within three months. J. W. Hinton. Am. J. 
Surg., 1927, iii, 389. 

Indications for the surgical treatment of duodenal ulcer. 
L. D. PowEtt. J. Iowa State M. Soc., 1927, xvii, 348. 

The surgical treatment of a ulcer. O. F. LAMSON. 
Northwest. Med., 1927, xxvi, 4 

A new method for closing rad duodenal stump after 
gastiic resection. S. Kataoka. Arch. f. japan. Chir., 1927, 
iv, 271. 

A further contribution on the origin of postoperative 
jejunal ulcer. K. Bionp. Arch. f. klin. Chir., 1927, cxliv, 


resec- 


245. 
The | og ulcer of the jejunum a 
. Chir., 


tion of the stomach. E. Kreuter. Zentralbl. f 
1927, liv, 1504. 

Peptic ulcer of the jejunum following gastric operations 
in a L. Urrutia. Arch. f. Verdauungs-Krankh., 
1927, xl, 339. 

The ileocolic sphincter; a contribution upon the study of 
its function; roentgenological observations. R. Brouca. 
Rev. Soc. argent. de biol., 1927, iii, 547. 

A case of obstruction due to a Meckel’s diverticulum. 
C. M. Finny. Brit. J. Surg., 1927, XV, 320. 

Perforation of Meckel’s diverticulum. J. A. Berry. 
Brit. J. Surg., 1927, Xv, 331- 

A case of invagination of the ileum into the cecum. 
Hivz. Zentralbl. f. Chir., 1927, liv, 1762. 

Tleo-ileal intussusception in the adult caused by a sub- 

mucous fibroleiomyoma; resection and end-to-end anasto- 
mosis; cure. BoTREAU-RoussEL and CADENAT. Bull. et 
mém. Soc. nat. de chir., 1927, liii, 921. [105] 

Redundant colon. H. Gauss. Arch. Surg., 1927, xv, 560. 

Hirschsprung’s disease. J. R. GrirFiTtH. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 1824. 

Volvulus neonatorum due to anomalous intestinal rota- 
tion. PINKERTON. Ann. Surg., 1927, Ixxxvi, 626. 

Volvulus due phe ascaris. M. RoseNnTHAL. Zentralbl. f 
Chir., 1927, liv, 1806 

Colic ‘intussusception, E. D. Truespett. Am. J. Surg., 
1927, iii, 398. 

he process of healing and cicatrization in the colon: 
obliteration of the colon as the result of colitis; the indica- 
tions for operation in these cases. A. W. FIscHER. Arch. 
f. klin. Chir., 1927, cxlvi, 19. 

The causes of chronic constipation. H. STEINDL. Mitt. 
d. Volksgesundheitsamtes, 1927, p. 223. Wien. klin. 
Wchnschr., 1926, xxxix, 1457. 

The surgery of constipation. H. Kuntzen. Ergebn. d. 
a u. Orthop., 1927, xx, 606. 

rimental study of the action of fluid paraffin on the 
nn Konpbo.eon and G. JoANNIDES. Muench. med. 
Wehnache. 1926, lxxiii, 1356. 

Toxic diarrhceas of parenteral origin. J. A. CRAWFORD. 

New Orleans M. & S. J., 1927, Ixxx, 254. 


rs in 
43. 
BNER, 
of the 
and 
1927, 
cers, 
it of 
1927, 
itals. 
XXv, 
klin. 
klin. 
A. 
and 
chr., 
Jr. 
102] 
LEY. 
102) 
and 
liv, 
and 
air., 
OV. 
ith 
the 
03] 
of 
27) 
et, 
on 
B. 
E. 
C. 
nd 
irs 
0- 
by 
ed 
iz. 
fi. 


154 


Mucomembranous colitis and nervous spasmomyxor- 
rhoea. A. P. Cawapras. Med. J. & Rec., 1927, cxxvi, 425. 

Chronic ulcerative colitis. C. C. Dustmy. Rhode Island 
M. J., 1927, X, 147. 

Chronic power oe colitis. W. A. FANSLER. Med. J. & 
Rec., 1927, Cxxvi, 4 

Mucous colitis io to food allergy, with a report of five 
cases. E. HOLLANDER. Am. J. M. Sc., 1927, clxxiv, 495. 

A case of perforation of the bowel in a baby. J. R. 
GrirFitH. Proc. Roy. Soc. Med., Lond., 1927, xx, 1824. 

A case of myoma of the intestine with perforation. G. 
Borst1Bper. Wien. klin. Wchnschr., 1927, xl, 674. 

A method of controlling skin irritation following colos- 
tomy. W. B. Marsury. Virginia M. Month., 1927, liv, 
426. 

The result after fourteen years of a right hemicolectomy 
for fecal stasis. R. LeErIcHE. Bull. et mém. Soc. nat. de 
chir., 1927, liii, 828. [105] 

A joiner’s nail 7 cm. long swallowed by a man of forty- 
seven years and recovered eighteen months later in the 
mesentery almost at the ileocecal juncture. Broca, 
LaIrAntI, and LENoRMANT. Bull. et mém. Soc. nat. de chir., 
1927, lili, 1045. 

Volvulus of the cecum. J. P. Pratt and L. S. om. 
J. Am. M. Ass., 1927, Ixxxix, 1225. (10 

Cystic appendix. W. P. Davis. Rhode Island M. 4 ae 
1927, X, 145. 

Clinical observations on the relationship between ap- 
pendicitis, cholecystitis, and gastric and duodenal ulcer. 
H. M. Hrinricusen. Beitr. z. klin. Chir., 1927, cxl, 149. 

Appendix abscess versus pyonephrosis. G. F. Corrie. 
U. S. Naval M. Bull., 1927, xxv, goo. 

Hydatid cyst of the appendix. R. H. Stocums. J. Am. 
M. Ass., 1927, Ixxxix, 1243. 

Tuberculosis of the retrocecal glands; tuberculous 
periappendicitis. J. R. Goyena and L. J. Caorsi. Semana 
méd., 1927, xxxiv, 266. 

Herniotomy and appendectomy. 
Zentralbl. f. Chir., 1927, liv, 1282. 

Empyema in auto-amputated pees after appen- 
dectomy. G. RazzaBont. Arch. ital. di chir., 1927, reat 
314. 106 


K. MERMINGAS. 


Three cases of intestinal obstruction supervening soon 
after appendectomy during the acute stage of appendicitis. 
C. VIANNEY. Bull. et mém. Soc. nat. de chir., 1927, liii, 998. 

Malignant tumor of the ascending colon. 7}. BUCKSTEIN. 
Med. J. & Rec., 1927, cxxvi, 506 

Case report of abnormal location of the sigmoid. N. E. 
GLOECKLER. Anat. Anz., 1927, lxiii, 188. 

Diverticulitis of the sigmoid. W. D. Harnes. J. Med., 
Cincinnati, 1927, viii, 377. 

Importance of rectal examination. J. R. NumMBERs. 
Northwest Med., 1927, xxvi, 502. 

A new device for the treatment of prolapse of the rectum. 
A. GotpsLoom. Canadian M. Ass. J., 1927, xvii, 1185. 

The pathology and surgery of rectal polyps. J. G. 
Wien. klin. Wchnschr., 1927, 

Cancer of the pelvic colon and rectum. 

Surg. Clin. N. Am., 1927, vii, 1125. 

Prevention in carcinoma of the rectum. A. A. Lanps- 
MAN. Med. J. & Rec., 1927, cxxvi, 500. 

The control of bleeding in cancer of the rectum. J. F. 
MontacurE. Med. J. & Rec., 1927, cxxvi, 501. 

Some factors interfering with good results in anorectal 
surgery. L. J. HirscuMan. J. Michigan State M. Soc., 
1927, Xxvi, 610. 

The cure of pruritus ani by operation. C. E. Cornette. 
Med. J. Australia, 1927, ii, 580. 

Protrusions from the anus. C. J. Drueck. Clin. Med. 
& Surg., 1927, xxxiv, 745. 


C. CorFey. 


INTERNATIONAL ABSTRACT OF SURGERY 


Hemorrhoids—injection or operation. W. W. Rrxey. 
Virginia M. Month., 1927, liv, 434. 
The Boas treatment for hemorrhoids. 
Deutsche med. Wchnschr., 1927, liii, 927. 
The Boas treatment of — 
med. Wchnschr., 1927, liii, 105 

The treatment of thrombotic hemorrhoids. 
A. CRooKALL. Med. J. & Rec., 1927, cxxvi, 436. 

The surgical treatment of hemorrhoids and ischio-anal 
fistulae. F. FEE. Ohio State M. J., 1927, xxiii, 815. 


G. Suttan. 


I. Boas. Deutsche 


Liver, Gall Bladder, Pancreas, and Spleen 


The bilaterality of the liver. A. H. —_— and V. S. 
CouNSELLER. Arch. Surg., 1927, xv, 589. 

The arterial blood supply of the * a E. S. Rasrno- 
witscu. Zentralbl. f. Chir., 1927, liv, 1943. 

The occurrence of glycosuria after trauma to the liver; 
report of two cases. A. K. Green. Med. J. Australia, 
1927, ii, 545. 

The relation of the nitrogen bodies of the blood to 
surgical problems in the liver and in the biliary tract 
disease. III. The status of the nitrogen bodies of the blood 
in severe cases of biliary tract disease; its use in differen- 
tiating terminal hepatic and terminal renal cases. A. 0. 
Witensky and R. Corp. Arch. Surg., 1927, xv, 635. 

The theory of cholemic hemorrhages. E. MELcuHIor. 
Beitr. z. klin. Chir., 1927, cxxxix, 162. 

Diseases of the liver and bile passages. A. M. SNELL and 
J. F. Wer. J. Am. M. Ass., 1927, Ixxxix, 1209. 

Diseases of the liver: VII. Further studies in experi- 
mental obstructive jaundice. A. M. SNELL, C. H. GREENE, 
and L. G. Rowntree. Arch. Int. Med., 1927, xl, 471. [106] 

On hepatography. M. Ernnorn and W. H. Stewart. 
Med. J. & Rec., 1927, cxxvi, 430. 

The operative removal of an accessory liver with 
cavernous es W. Kraus. Zentralbl. f. Chir., 
1927, liv, 1498 

Incurable gall stones (liver stones). W. Kauscu. Med. 
Klin., 1927, xxiii, 867. 

A secondary neoplasm of the liver of rapid evolution with 
icterus due to lymphatic gland compression of the bile 
passages. E. LENOBLE and M. Berruo. Bull. et mém. 
Soc. méd. d. hdp. de Par., 1927, xliii, 1311. 

The value of the liver function test in surgery. H. Rurr. 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 214. 

Problems of liver surgery. A. Tietze. Beitr. z. klin. 
Chir., 1927, cxl, 320. 

The surgical anatomy of the valves in the human gall 
bladder and cystic duct. E. KArRi~MARK. Anat. Anz., 
1927, Ixiii, 97. 

The permeability of the gall-bladder wall. W. GunpeEr- 
MANN. Beitr. z. klin. Chir., 1927, cxl, 26. 

Contractions of the gall bladder seen in man. S. LEVINE. 
Arch. Int. Med., 1927, xl, 420. 

The effect of pregnancy on the emptying of the gall 
bladder, a preliminary report. Ne MAnn and G. M. 
Hiccrns. Arch. Surg., 1927, xv, 5 

a study of the lymphatics of the all bladder of the cat. 

W. L. WINKENWERDER. Bull. Johns Hopkins Hosp., Balt., 
1927, xli, 226. 

A double gall bladder removed by i, Cc. P.G. 
WakeLey. Brit. J. Surg., 1927, xv, 334 

The signs and symptoms of par disease. C. T. 
Smita. South. M. & S., 1927, Ixxxix, 695. 

Gall-bladder disease and the Graham test. J. R. Carty. 
Med. J. & Rec., 1927, cxxvi, 440. 

The relative value of cholecystography and the original 
Lyon test in estimating biliary tract function. W. W. 
BoarpMAN. Am. J. M. Sc., 1927, clxxiv, 536. 


A 
adm 
Balt 

A 
Rua 

xiii, 

chol 

F. ] 

192’ 

Cc 
S. 
487. 

Cc 

C 
MAN 

T 
trea 
cciii 

G 
Rac 

A 
192 
u. Z 
P 
Cin 
Ro 
Ob: 
Bos 
Bei 
7 
neo 
BEI 
] 
Arc 
Wt 
] 

Rt 
: 
gre 
( 
Bo 
pa 
Bri 
10: 
che 
an 
Po 

Pa 

of 

E. 

77 

du 

Sti 

ke 


A clinical evaluation of cholecystography by the oral 
administration of tetra-iodophenolphthalein: a summary. 
J. H. Kune and L. Martin. Bull. Johns Hopkins Hosp., 
Balt., 1927, xli, 2109. 

A new standard for the van den Bergh test. B. W. 
Ruamy and P. H. Apams. J. Lab. & Clin. Med., 1927, 
xiii, 87. 

The relation between cholesterolemia and deposits of 
cholesterol in the gall bladder: an experimental study. 
F. E. Biaispett and L. R. CHANDLER. Am. J. M. Sc., 
1927, Clxxiv, 492. 

Cholesterosis of the gall bladder. E. S. Jupp and 
S. H. Mentzer. California & West. Med., 1927, xxvii, 


487. 

Cholecystitis. E. F. Mretxe. Wisconsin M. J., 1927, 
Xxvi, 507. 

Cholecystitis with associated pancreatitis. P. BRINCK- 
MAN. Brit. M. J., 1927, ii, 734. 

The clinical picture of gall- bladder adhesions and their 
treatment. W. Cuno. Deutsche Ztschr. f. Chir., 1927, 
cciii-cciv, 257. 

Gall stones of — type. W. R. Stowe. Brit. J. 
Radiol., 1927, xxxii, 

A case of Cholelithincs. L. Vaccaro. Med. J. & Rec., 
1927, CXXVi, 433. 

Erosion of a gall stone. S. iy Beitr. z. path. Anat. 
u. z. allg. Path., 1927, Ixxvii, 32 

Problems in gall-bladder I.S. Ravpin. J. Med., 
Cincinnati, 1927, viii, 384. 

Some points in the surgery of the gall bladder. W. H.C. 
RomANIs. Practitioner, 1927, cxix, 225. 

Cholecystectomy. R. P. Rowtanps. Surg., Gynec. & 
Obst., 1927, xlv, 518. 

Subperitoneal “cholecystectomy. 
Boston M. & S. J., 1927, excvii, 657. 

Ascaridiasis of ‘the biliary passages. 
Beitr. z. klin. Chir., 1927, cxl, 332. 

The dividing line between surgical treatment and bal- 
neotherapy in diseases of the biliary tract. T. von VERE- 
BELY. Karlsbader aerztl Vortraege, 1927, viii, 455. 

Intra-abdominal drainage of the bile ducts. K. Hutter. 
Arch. f. klin. Chir., 1927, cxlvi, 332. 

Side-tracking operations for bile-duct obstruction. A. O. 
Ann. Surg., 1927, Ixxxvi, 540. {10 

Injury to the common bile duct with repair. T. H. 
Russet. Am. J. Surg., 1927, iii, 392. 

Stenosis of the common duct due to calculi and new 
growths. L. Acurrar. Bol. Soc. de cirug. de Chile, 1927, 
v, I 

Plastic operations on the common duct. P. VALENZUELA. 
Bol. Soc. de cirug. de Chile, 1927, v, 174. 

A contribution on the clinical significance of an accessory 
pancreas of the stomach and on the question of so-called 
Brunner’s adenoma. H.HiLArowicz. Zentralbl. f. Chir., 
1927, liv, 1610. 

The study of the external function of the pancreas in 
cholecystitis and gastroduodenal ulcer by means of simple 
and fractional examination of the duodenal juice. EF. 
Potacco. Arch. ital. di chir., 1927, xviii, 407. 

Regeneration of the pancreas. G. R. CAMERON. J. 
Path. & Bacteriol., 1927, xxx, 713 

The diagnostic value of the Wohlgemuth test (increase 
of diastase in the urine) in acute diseases of the pancreas. 
kk. UNGER and H. Heuss. Zentralbl. f. Chir., 1927, liv, 
779. 

Acute pancreatitis due to a gall stone obstructing the 
duct of Wirsung: report of a case. F. L. BARNES. Texas 
State J. M., 1927, xxiii, 331. [108] 

Acute pancreatitis, report of a case. L. W. FRANK. 
Kentucky M. J., 1927, xxv, 576. 


L. R. Wuaitaker. 


F. NEUGEBAUER. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


155 


The diagnosis of acute pancreatic necrosis from the 
diastase in the urine. W. Rotorr. Deutsche med. 
Wchnschr., 1927, liii, 1043. 

Clinical ‘contribution on acute pancreatic necrosis. R. 
ScHWEIZER. Schweiz. med. Wchnschr., 1927, lvii, 516. 

The pathology of acute pancreatic necrosis. E. Rup- 
PANNER. Schweiz. med. Wchnschr., 1927, lvii, 505. 

The after-results of acute pancreatic necrosis. W. 
SEBENING. Med. Klin., 1927, xxiii, 551. 

When should acute pancreatic necrosis be operated 
upon? L. Frepier. Zentralbl. f. Chir., 1927, liv, 1356. 

A case of pancreatic carcinoma in a cat. E. Scorr and 
R. A. Moore. J. Cancer Research, 1927, xi, 152. 

Traumatic rupture of the spleen. F. X. Kortes. U. S. 
Naval M. Bull., 1927, xxv, 898. 

The treatment of essential thrombopenia by splenec- 
tomy. W. ScHaack. Deutsche Ztschr. f. Chir., 1927, 
cciii-cciv, 62. 

A severe anemic condition in splenectomized rats: 
‘pernicious anemia of rats.” E.Laupa. Klin. Wchnschr. 
1927, iv, 1587. 

Miscellaneous 


Abdominal wounds and injuries. L. W. Jonnson. U.S. 
Naval M. Bull., 1927, xxv, 816. 

Abdominal palpation in the vertical position. F. F. 
Wueattey and S. W. Erttswortu. Boston M. & S. J., 
1927, Cxcvii, 713. 

The palpation of the abdominal viscera with the body 
flexed anteriorly. W. BeERGEMANN. Beitr. z. klin. Chir., 
1927, CXXXix, 152. 

Visceroptosis as a factor in the neuroses. W. S. Horn. 
Texas State J. M., 1927, xxiii, 383. 

Torsion of abdominal viscera. H. R. DuDGEON. 
State J. M., 1927, xxiii, 388. 

Cceliac disease complicated by purpura. F. R. Sirna. 
Boston M. & S. J., 1927, cxcvii, 658. 

An antitoxic colon-bacillus serum. M. KAtTZENSTEIN. 
Zentralbl. f. Chir., 1927, liv, 1474. 

A new antitoxic colon-bacillus serum made by the 
Behring Company of Marburg. H. Scumipr. Zentralbl. 
f. Chir., 1927, liv, 1477. 

Abdominal pain in childhood. H. BAER. Med. Klin., 
1927, Xxili, 767, 804. 

The so-called mesenteric pressure pain (Rosenstein’s 
pressure pain). M. Coun. Beitr. z. klin. Chir., 1927, 
cxliv, 123. 

Mesenteric 3 yo simulating an acute abdominal 
condition. L. P. Bett. Surg., Gynec. & Obst., 1927, xlv, 
465. 

Acute abdominal disasters. A. E. Hertzier. Am. J. 
Surg., 1927, ili, 346. [108] 

Acute conditions of the abdomen complicated by ileus 
or septic invasion of the peritoneum. D. Macrag, Jr. 
J. Am. M. Ass., 1927, Ixxxix, 1113. 

The “rising test” for acute abdomen. C. L. G. Cuap- 
MAN. Brit. M. J., 1927, ii, 786. 

Attempts to demonstrate the blood and lymph channels 
in experimental ileus. W. ScuuLtze. Deutsche Ztschr. 
f. Chir., 1927, cciii-cciv, 189. 

Diagnostic abdominal puncture. P. FRANGENHEIM. 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 280. 

Experimental investigations on the influence of the 
autonomic nervous system on absorption from the abdom- 
inal cavity. FE. Sraunxe. Arch. f. klin. Chir., 1927, 
cxlvi, 1. 

Drainage of a pelvic abscess per rectum. H. BatLey. 
Lancet, 1927, ccxili, 754. 

Drainage of ascitic fluid. D. N. KALyANVALA. 


M. J., 1927, xx, 595. 


Texas 


Brit. 


| 
IXEY, 
LTAN, 
tsche 
Oids. 
-anal 
| 
SINO- 
iver; 
alia, 
d to 
tract 
lood 
ren- 
TOR. 
and 
Deri- 
=NE, 
106) 
ART. 
vith 
hir., | 
fed. 
vith 
bile 
ém. 
JEF. 
lin. | 
gall 
nz., 
ER- 
NE. 
yall 
M. 
G. 
TY. 
nal 
W. 


156 


Abdominal Hodgkin’s disease. W. D. C. Day. U. S. 
Naval M. Bull., 1927, xxv, 886 

Abdominal lymphogranulomatosis maligna (Hodgkin’s 
disease). F. P. WEBER. Lancet, 1927, ccxili, 806. 

Retroperitoneal carcinoma. E. MEYENBERGER. Arch. 
f. klin. Chir., 1927, cxlvi, 74. 

Stretching the sphincter after laparotomy. A. HERR- 
MANN. Deutsche Ztschr. f. Chir., 1927, ccii, 210. 


Uterus 


Studies on transplantation of the uterus into the great 
omentum in dogs. S.G. Bykow. Monatsschr. f. Geburtsh, 
u. Gynaek., 1927, lxxvi, 186. 

The sympathetic system and the sexual cycle. Studies 
on the histophysiology of the ganglion cervicale uteri. 
The ganglion cervicale uteri of normal animals. W. 
BLoTevoceLt. Ztschr. f. mikroskop.-anat. Forsch., 
1927, p. 141. 

Operations for prolapsus uteri in patients past the 
menopause. C. R. AMENTROUT. J. Iowa State M. Soc., 
1927, XVii, 361. 

Conservative dilatation of the cervix. A. HocHEN- 
BICHLER. Zentralbl. f. Gynaek., 1927, li, 1580. 

Is hysterography a safe method of examination? G. 
HaAsetuorst. Zentralbl. f. Gynaek., 1927, li, 1821. [109] 

The action of etherized oil on the uterus. R. Joacui- 
movits. Ztschr. f. Geburtsh. u. Gynaek., 1927, xci, 55. 

Dissemination and the power of growth of human uter- 
ine mucosa. K. Herm. Zentralbl. f. Gynaek., 1927, li, 1818. 

The significance in surgery of heterotopic epithelial 
growths with the structure of uterine mucosa. 
DietLein. Zentralbl. f. Chir., 1927, liv, 1346. 

Contribution to the genesis of the endometriomata. 
Sprrito. Arch. di ostet. e ginec., 1927, xxxiv, 345. 

Bleeding into the capsule of a myoma. H. SAENGER. 
Zentralbl. f. Gynaek., 1927, li, 1643. 

The operative indications in adenomyomata of the 
uterine cornua. L. Micon and R. Lasry. Bull. Soc. 
d’obst. et de gynéc. de Par., 1927, xvi, 468. 

A case of massive myomectomy. PapPrILLon and DartI- 
GuES. Bull. et mém. Soc. d. chirurgiens de Par., 1927, 
xix, 512. 

Surgery versus radiotherapy in the treatment of tumors 
of the uterus. G. B. Mitter. Am. J. Obst. & Gynec., 
1927, Xiv, 530. 

he causes and treatment of excessive uterine hemor- 
rhage at or about the menopause. R. MacarEy. Med. J. 
Australia, 1927, ii, 504. 

Unusual forms of parametrial suppuration. R. KELLER. 
Gynécologie, 1927, xxvi, 387. [109] 

Tuberculosis of the uterus in elderly women. P. M. 
Deymet. Zentralbl. f. Gynaek., 1927, li, 1314. 

Three cases of sarcoma developing in fibromyoma of 
the body of the uterus. D. Ricano-IRRERA. Arch. ital. 
di chir., 1927, xviii, 538. [109] 

Hydatidiform mole. Virginia M. 
Month., 1927, liv, 446. 

Destructive hydatid mole. K. von Oettingen. Zentralbl. 
f. Gynaek., 1927, li, 980. 

Growths resembling hydatid mole following habitual 
miscarriage without hydatid mole. H. GromapzkI. 
Ztschr. f. Geburtsh. u. Gynaek., 1927, xci, 133. 

Malpighian cancer of the body of the uterus probably 
spread from cancer of the cervix. P. Bonnet. Lyon chir., 
1927, xxiv, 408. [109] 


S. P. HiILeman. 


INTERNATIONAL ABSTRACT OF SURGERY 


GYNECOLOGY 


The control of hiccup by inhalation of carbon dioxide. 
R. F. SHEtpon. J. Am. M. Ass., 1927, lxxxix, 1118. 

A case of diaphragmatic hernia. R. F. Jowers. Brit. 
J. Surg., 1927, xv, 332. 

Complete false congenital diaphragmatic hernia. J. 
M. Brush. Arch. Pediat., 1927, xliv, 612. 

Repair of hernia of the diaphragm. C. H. Mayo. Ann. 
Surg., 1927, Ixxxvi, 481. 


The relation of the degree of the histological malignance 
to the prognosis and treatment of carcinoma of the uterine 
cervix. H 1Z. Radiology, 1927, ix, 322. [110] 

The attempt at disinfection of cervical carcinoma. J. 
VALCKE. Strahlentherapie, 1927, xxv, 649. 

Contribution on the histological criteria of the sensibility 
of portio carcinoma to irradiation. H. J. KALBERER. 
Schweiz. med. Wchnschr., 1927, lvii, 645. 

Radium emanation treatment of cervical cancer. J. 
Murr. Med. J. & Rec., 1927, cxxvi, 422, 502. 

Radiation treatment of malignancy of the cervix by 
radium emanation. I. I. Kaptan. Radiology, 

1 


314. 

The dangers of radium irradiation in the treatment of 
uterine cancers. L. Drevize. Bull. Soc. d’obst. et de 
gynéc. de Par., 1927, xvi, 479. ‘ 

Wertheim’s operation in the treatment of cancer of the 
cervix. T. J. Piccarpo. Semana méd., 1927, _ iii 

Total versus subtotal abdominal hysterectomy. ii oe 
Masson. Am. J. Obst. & Gynec., 1927, xiv, 486. 112] 


Adnexal and Periuterine Conditions 


The treatment of inflammations of the adnexa. W. 
Barer. Med. Klin., 1927, xxiii, 752. 

The motor nerve supply of the fallopian tubes. F. Kox. 
Arch. f. Gynaek., 1927, CxXxx, 173. 

The influence of cestrus on the pilocarpine and adrenalin 
reaction of the fallopian tubes. F. Kox. Ztschr. f. d. ges. 
exper. Med., 1927, lvi, 477. 

The diagnostic value and technique of tubal insufflation. 
R. A. TscHertox. Zentralbl. f. Gynaek., 1927, li, 998. 

Metrosalpingography as a diagnostic aid. K. JAROSCHKA. 
Zentralbl. f. Gynaek., 1927, li, 1097. 

Salpingography after the Alexander-Adams operation 
for sterility. J. RosenBLATT. Monatsschr. f. Geburtsh. 
u. Gynaek., 1927, Ixxv, 382. 

The determination of certain tubal pathology by the 
injection of lipiodol. H. E. MILLer and W. F. HENDERSON. 
New Orleans M. & S. D., 1927, Ixxx, 251. 

Endometrium in the tube, and the actual and possible 
consequences of this condition. R. Meyer. Zentralbl. 

Gynaek., 1927, li, 1482. 

Tubal menstruation due to endometrioid malformation 
of the mucosa. Also a contribution on pseudofollicular 
salpingitis. W. Laum. Arch. f. Gynaek., 1927, cxxx, 152. 

Inhibition of differentiation in the tubal mucosa and its 
relation to tubal pathology. Also a contribution on the 
development of hydrosalpinx. W. Laum. Monatsschr. 
Geburtsh. u. Gynaek., 1927, Ixxvi, 192. 

Pyosalpinx with abscess of the liver and brain. A. 
Esser. Monatsschr. f. Geburtsh. u. Gynaek., 1927, Ixxvi, 
21. 

Genital tuberculosis in the female: primary tuberculosis 
of the tubes. H. H. Karprietscu. Beitr. z. Klin. d. 
Tuberk., 1927, lxvi, 328. 


| 
Re 
cciv, 
Th 
Erge 
TI 
The 
B. Z 
CXXX 
In 
Wie 
In 
of 01 
995- 
Or 
Ztsc 
O 
1927 
A 
cont 
H. ' 
to i 
Gyr 
M 
lute 
T 
lute 
192 
A 
lute 
and 
x 
C 
SIE 
I 
just 
Lui 
192 
I 
exp 
Ha 
7 
infl 
gla 
me 
anc 
19: 
] 
hor 
B. 
B. 
of 
ex] 
4 
So 
in: 
O. 
sin 
d’ 
in 
Su 


Reconstructive surgery on the fallopian tube. F. 
UNTERBERGER. Deutsche Ztschr. f. Chir., 1927, cciii-— 
cciv, 322. 

The malignant tumors of the tubes. FE. ZweIFeL. 
Ergebn. d. Chir. u. Orthop., 1927, xx, 507. 

The anterior lobe of the hypophysis and the ovaries. 
The relation of the endocrine glands to ovarian function. 
B. ZonpEK and S. Ascuuetm. Arch. f. Gynaek., 1927, 
CXXX, I. 

Incarcerated sliding hernia of the ovary. A. MARconI. 
Wien. klin. Wchnschr., 1927, xl, 389. 

Interpolar resection of the ovary for uterine hemorrhage 
of ovarian origin. F. Issrucu. Klin. Wchnschr., 1927, vi, 


995 


Ovarian therapy. W. P. GRaAvEs. 
1927, Ixxxix, 1308. 

An unusual finding in the ovaries X-rayed of rabbits: a 
contribution on the biology of the action of irradiation. 
H. V. Kier. Strahlentherapie, 1927, xxv, 443. 

The fat metabolism of the corpus luteum and its relation 
to its function. C. KaurMANN and K. Raetu. Arch. f. 
Gynaek., 1927, cxxx, 128. 

Menstrual bleeding and the functions of the corpus 
luteum. J. B. Dawson. Med. J. Australia, 1927, ii, 496. 

The determination of the hormone content of corpus- 
luteum preparations. XI. The female sex hormone. S. 
Loewe and F. Lance. Arch. f. exp. Path. u. Pharmakol., 
1927, Cxx, 48. 

Animal experiments with regard to the action of corpus 
luteum substances on ovarian function. A. MAHNERT 
and H. Stecmunp. Wien. klin. Wchnschr., 1927, xl, 281. 

Ovum and hormone. B. ZonDEK and S. ASCHHEIM. 
Klin. Wchnschr., 1927, vi, 1321. 

Ovarian hormone and ovum. A. Maunert and H. 
Stecmunb. Zentralbl. f. Gynaek., 1927, li, 1626. 

In the therapeutic injection of organ extracts are we 
justified in designating the result “hormone action’’? 
LuetTce and von Mertz. Deutsche med. Wcehnschr., 
1927, liii, 1172. 

Hormonal sterilization of female animals. III. Feeding 
experiments with ovarian and placental “opton.”  L. 
HaBERLANDT. Arch. f. d. ges. Physiol., 1927, ccxvi, 525. 

The female sex hormone, menformon. V. The feminizing 
influence of menformon on the undeveloped mammary 
glands. E. Laquer, S. E. Joncu, and M. Tausk. Deutsche 
med. Wchnschr., 1927, liii, 867. 

Studies on the ovarian hormone in the blood of pregnant 
and non-pregnant women. R. T. Frank. Klin. Wchnschr., 
1927, vi, 1288. 

Elimination of disagreements with regard to the ovarian 
hormone. E. Laqueur, S. E. DE Joncu, M. Tausk, and 
B. ZonDEK. Klin. Wchnschr., 1927, vi, 1382. 

The proof of the water solubility of the ovarian hormone. 
B. ZonpDEK. Klin. Wchnschr., 1927, vi, 1046. 

A review of the methods of determining the efficiency 
of the ovarian hormone. F. UHLMANN. Ztschr. f. d. ges. 
exper. Med., 1927, lv, 487. 

Acute surgical conditions of the ovary. C. B. Epps. 
South. M. & S., 1927, Ixxxix, 693. 

Severe intra-abdominal hemorrhage from the right ovary 
in a case in which operation was done for acute appendicitis. 
O. THoMANN. Zentralbl. f. Chir., 1927, liv, 1297. 

Calcareous concretions probably of ovarian origin 
simulating ureteral or vesical calculi. M. Papin. J 
d’urol. méd. et chir., 1927, xxiii, 525. [112] 

A proliferating multilocular cystadenama of the sory | 
in a girl of fourteen. J. W. Price. Jqteynat. J. Med. 
Surg., 1927, xl, 402. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


157 


Malignant degeneration of implants in the abdomina 
wall following the extirpation of papillary tumors of the 
ovary. R. Tauser. Zéntralbl. f. Gynaek., 1927, li, 1505. 

Carcinoma of the ovary. F. E. KEENE, H. K. PANcoast, 
and E. P. Penpercrass. J. Am. M. Ass., 1927, lxxxix, 
1053. [113] 

Metastatic carcinomatous tumors of the ovary. P. 
KUTSCHERENKO and T. Scowepkowa. Frankfurt. Ztschr. 
f. Path., 1927, xxxv, 59. 

Ovarian metastasis with cancer of the uterine body. 
Is transtubal implantation an important factor? E. 
Novak. Am. J. Obst. & Gynec., 1927, xiv, 470. [113] 

Ovarian sarcoma and tuberculosis of the peritoneum. 
K. AtzEropt. Monatsschr. f. Geburtsh. u. Gynaek., 1927, 
1xxvi, 282. 


External Genitalia 


Accessory breasts in the labia majora. R. Purves and 
J. A. Haprey. Brit. J. Surg., 1927, xv, 279. 

The so-called multiple idiopathic pigmented sarcomata 
of the vulva. A. GARBIEN. Zentralbl. f. Gynaek., 1927, li, 
1450. 

The normal monthly cycle of the human vaginal mucosa. 
K. Dierks. Arch. f. Gynaek., 1927, cxxx, 46. 

Atresia of the vagina with menses retained to the age of 

twenty-six years. A. Goucu. Brit. M. J., 1927, xx, 


595. 

The formation of an artificial vagina by the method of 
Snegireff. M. ScHarapo. Zentralbl. f. Gynaek., 1927, li, 
1131. 

An operation for the formation of an artificial vagina 
from the small bowel. V. LreBEpEFF. Monatsschr. f. 
Geburtsh. u. Gynaek., 1927, Ixxvi, 294. 

A case of vaginoplasty with the use of the rectum accord- 
ing to the technique of Schubert. J. Novak. Zentralbl. f. 
Gynaek., 1927, li, 1340. 

An artificial vagina formed by the method of Schubert: 
unusual cases: several labors through the rectal vagina. 
G. A. WAGNER. Zentralbl. f. Gynaek., 1927, li, 1300. 

Persistent vaginal discharge in infants and in little 
girls: cause and treatment. G. C. ScHAUFFLER. Am. J. 
Dis. Child., 1927, xxxiv, 644. 

Transplantation of the ureters into the bowel to secure 
sphincteric urinary control in incurable vesicovaginal 
fistula. R. PETERson. Am. J. Obst. & Gynec., 1927, xiv, 
492. (113] 
A primary melanosarcoma of the vagina. A. MuLzER. 
Arch. f. Gynaek., 1927, Cxxx, 342. 

Case reports of genital injuries sub coitu. G. BAKscurT. 
Zentralbl. f. Gynaek., 1927, li, 133 

A case of urethral injury during coitis. E. HAUSMANN. 
Zentralbl. f. Gynaek., 1927, li, 1923. 


3. 


Miscellaneous 


Handbook of gynecology for physicians and students. 
E. Opitz. 1927: Munich, Bergmann. 

Outlines of gynecology. P. ZweireL and E. ZWEIFEL. 
1927: Berlin, Stilke. 

Principles of gynecology. P. Zwe1ret and E. ZWEIFEL. 
1927: Berlin, Stilke. 

Handbook of gynecology. Ed. 3, Vol. 2. J. Vert. 
Hygiene and diatetics: H. SELLtHEIM. The bases of inheri- 
tance: J. MEISENHEIMER. 1926: Munich, Bergmann. 

Some gynecological thoughts. C. B. Kerrey. J. Med. 
Soc. N. Jersey, 1927, xxiv, 569. 

Gynecology and internal secretion. B. ASCHER. 1927: 
Budapest, Novak. 

Toxic goiter in its relation to the gynecological patient. 
R. R. SmitH. Am. J. Obst. & Gynec., 1927, xiv, 518. 


xide. 
Brit. 
Ann. 
ince 
110) Our experiences with ovarian resection. K. VoLKMANN. 

J Ztschr. f. Geburtsh. u. Gynaek., 1927, xci, 121. _————— 
ility 

by 

ix, 
10) 
t of 

de 
11] 
the 
33. 
il] 

12] 
W. 
OK. 
Jin 
eS. 
on. 
cA. 
on 
sh. 
he 
bl. 
on 
ar 
2. 
its 
he 

f. 
i, 
is 
1, 

| | 


158 


Sterility in women, with suggestions for treatment. L. 
E. McCarrrey. J. Michigan State M. Soc., 1927, xxvi, 624. 

The relationships of diseases of the gastro-intestinal 
tract to diseases of the female reproductive organs. E. 
Voct. Med. Klinik, 1926, xxii, 1949, 1986. 

What are the most frequent causes of lumbago in woman? 
F. KERMAUNER. Wien. klin. Wchnschr., 1927, xl, 562. 

Contribution on the biochemistry of menstruation. K. 
Kraus. Biochem. Ztschr., 1927, clxxxv, 3. 

The normal and pathological physiology of menstruation. 
L. FRAENKEL. Beihefte z. Med. Klin., 1927, xxiii, 53. 

Is menstrual bleeding necessary for the health of woman? 
B. Ascuer. Zentralbl. f. Gynaek., 1927, li, 577 

Is menstrual bleeding necessary for the health of the 
female? W. Latzxo. Zentralbl. f. Gynaek., 1927, li, 1359. 

The lipoids of the menstrual blood. A. HerMstein. 
Arch. f. Gynaek., 1927, cxxx, 80. 

Menstruation and suicide. M. Sterner. Deutsche med. 
Wchnschr., 1926, lii, 2120. 

Some problems of the menstrual function, with obser- 
vations on the relation of the graafian follicle and corpus 
luteum to pathological uterine hemorrhage. B. WuHITE- 
HOUSE. Edinburgh M. J., 1927, xxxiv, Edinburgh Obst. 
Soc., 139. {11 

Pulmonary tuberculosis and the menstrual _ F. 


Haese. Beitr. z. Klin. d. Tuberk., 1927, lxvi, 395 
L. Graves. Kentucky M. J. “9: 2027, 
XXV, 581 


Ephedrin (Merck) as a stimulant of the sympathetics in 
gynecology, particularly in dysmenorrhea. O. Lane. 
Zentralbl. f. Gynack., 1927, li, 1043. 

Experiences with “spasmopurin” in dysmenorrhoea and 
other spastic conditions of the genital, urinary, and diges- 
tive organs. Fecut. Muenchen. med. Wchnschr., 1927, 
Ixxiv, 716. 

Veramon and its action in vagotonic dysmenorrhea. 
Korrke. Fortschr. d. Med., 1927, xlv, 460. 

Diathermy and menstruation, with particular reference 
to the use of diathermy in dysmenorrheea. I. von BUEBEN. 
Zentralbl. f. Gynaek., 1927, li, 1440. 

Menstrual disturbances as the cause of disease. I. 
Skin diseases due to infrequent and scanty menstruation. 
B. AscHer. Wien. klin. Wchnschr., 1927, xl, 545. 

A case of severe menorrhagia in congenital myxoedema. 
W. Scutoss. Wien. klin. Wchnschr., 1927, xl, 821. 

The various grades of female hyposexualism and the 
possibility of influencing the condition therapeutically. 
P. Srppet. Zentralbl. f. Gynaek., 1927, li, 1725. 

Absence of the genital organs in a girl. T. iL RUSSELL. 
Am. J. Surg., 1927, ili, 392. 

True hermaphrodism: a contribution on the importance 
of the generative glands in the determination of sex. G. A 
Wacner. Zentralbl. f. Gynaek., 1927, li, 1304. 

Degeneration of the sex glands in a case of pseudoher- 
H. Rincx. Ztschr. f. Konstitutionsl., 1927, 
xiii, 2 

The t treatment of leucorrheea. A. PinKuss. Deutsche 
med. Wchnschr., 1927, liii, 916. 


Pregnancy and Its Complications 


Critical remarks on Vogel’s test for pregnancy. I. 
Jaxow err. Zentralbl. f. Gynaek., 1927, li, 1455. 

The diagnostic reliability of the Hofstaetter-Cullen- 
Hellendall sign. R. Horstartrer. Zentralbl. f. Gynaek., 
1927, li, 1112. 


INTERNATIONAL ABSTRACT OF SURGERY 


OBSTETRICS 


The treatment of leucorrhcea with ‘“gyneclorina” 
douches. H. HEmier. Wien. med. Wchnschr., 1927, 
Ixxvii, 1040. 

The treatment of leucorrhcea with silver nitrate oint- 
ment. Hartoc. Med. Klin., 1927, xxiii, 756. 

Gonorrhcea in the female. A textbook for physicians and 
students. R. FRANZ. 1927: Vienna, Springer. 

The diagnosis of gonorrhoea with the “gonotest.” G. 
Kress. Verhand. d. deutsch. Gesellsch. f. Urol., 1927, 
375, 389. 

Determinations of the acidity of the vaginal secretion 
in cervical gonorrhoea and the diagnostic value of 
the “gonotest” reaction. A. Heyn. Muenchen. med. 
Wchnschr., 1927, lxxiv, 1017 

The cure of chronic gonorthees in the female by means of 
a single subcutaneous injection of live gonococci. A. 
Lorser. Am. J. Obst. & Gynec., 1927, XiV, 329. 

Indications for — intervention in — lesions of 
infectious origin. A. H. Curtis. J. Am. M. Ass., 1927, 

ix, 

The topography and clinical aspects of tumors of the 

—" genitalia. G. Parott. Riv. ital. di ginec., 1927, vi, 
114) 


$Ginical observations of heterotopic epithelial growths. 
K. von OETTINGEN. Zentralbl. f. Gynaek., 1927, li, 1635. 

Peritoneal endometriosis due to the menstrual dissemina- 
tion of endometrial tissue into the peritoneal cavity. J. A. 
Sampson. Am. J. Obst. & Gynec., 1927, Xiv, 422. 

The question of Sampson’s tumors. J. KOERNER. 
Zentralbl. f. Gynaek., 1927, li, 1702. 

Irradiation injuries from the standpoint of the gynecolo- 
= W. Fuerst. Schweiz. med. Wchnschr., 1927, lvii, 


Radiation therapy in gynecology. H. Swanserc. 
Radiol. Rev. & Chicago Med. Rec., 1927, xlix, 378. 

The use of radium in gynecology. H. EymMEr. Strahlen- 
therapie, 1927, xxvi, 65. 

Radiation treatment of non-malignant diseases of the 
female pelvis. S. C. BARRow. New Orleans M. & S. J., 
1927, Ixxx, 231. 

The roentgen ray in benign gynecological diseases. M. 
E. Hanks. Illinois M. J., 1927, lii, 308. 

The present status of deep roentgen theraj 


y in gynecol- 
ogy. K. Herotp. Deutsche med. Wchnsc 


1927, liii, 


°. 

The new rectal anesthesia induced with avertin (E 107) 
in gynecology and obstetrics. W. BEeNnTHIN. Deutsche 
med. Wchnschr., 1927, liii, 955. 

The degree of cleanliness of the vagina, the virulence of 
the cervical bacteria, and the postoperative course. A. 
MANDELSTAMM. Zentralbl. f. Gynaek., 1927, li, 1271. 

The lymphatic origin of certain cystic formations in the 
pelvis followingt otal castration of the female. A. HaMANT 
and L. Cornit. Bull. Soc. d’obst. et de gynéc. de Par., 
1927, xvi, 488. [115] 

Serous accumulations in the pelvis following operation. 
A. GuILLEMIN. Bull. Soc. d’obst. et de gynéc. de Par., 
1927, xvi, 487. [115] 


The duration of pregnancy. A. LABHARDT. Schweiz. 
med. Wchnschr., 1927, lvii, 7209. 

Report of pregnancy following inversion of the uterus. 
L. W. Haynes. J. Michigan State M. Soc., 1927, xxvi, 626. 

Repeated pregnancy after amenorrhea induced by 
roentgen irradiation of the ovaries. C. HOoLTERMANN. 
Zentralbl. f. Gynaek., 1927, li, 2091. [116] 


Th 
labor 
| 1927, 
Bl 
and 
Linz 
De 
by tl 
H. J 
Gyn 
TI 
P.E 
T 
the 
parc 
Geo 
the 
| S. A 
132: 
T 
E 
dur 
192 
| 
| imp 
Get 
I 
nat 
| Da 
( 
of 
Me 
7 
Jor 
MA 
xci 
an 
Mc 
Vo 
to; 
J. 
S.. 
int 
XX 
| ba 

Sc 

Ni 
M 


The calcium content of the serum during pregnancy, 
labor, and the puerperium. A. Bock. Klin. Wchnschr., 
1927, Vi, 1090. 

Blood calcium and phosphorus determinations in normal 
and pathological pregnancy. Ivany1, RopEecurT, and 
LinzENMEIER. Zentralbl. f. Gynaek., 1926, 1, 731. 

Determinations of the amino-acid content of the blood 
by the method of Herzfeld during pregnancy and eclampsia. 
H. Runce and A. Junt. Monatsschr. f. Geburtsh. u. 
Gynaek., 1927, lxxv, 463. 

The anemia of pregnancy resembling pernicious anemia. 
P. Escu. Arch. f. Gynaek., 1927, cxxix, 788. 

The biology of the cerebrospinal fluid. II. Studies of 
the cerebrospinal fluid in non-syphilitic pregnant and 
parous women with regard to the Wassermann and Sachs- 
Georgi tests. E. Vocr. Arch. f. Gynaek., 1927, cxxx, 205. 

The hormone of the anterior lobe of the hypophysis and 
the ovarian hormone in the urine of pregnant women. 
ASCHHEIM and B. ZonpEk. Klin. Wchnschr., 1927, vi, 
1322. 

*The thyroid gland and pregnancy. J. J. MALOonEy. 
J. Med. Cincinnati, 1927, vili, 347. 

Experimental studies of the Gavunedione fat metabolism 
during pregnancy. Bock. Ztschr. f. Geburtsh. u. Gynaek., 

1927, XCi, 184. 

Changes in the perineum due to pregnancy and their 
importance in the development of descensus. H. KUESTER. 
Ztschr. f. mikroskop.-anat. Forsch., 1927, x, 625. 

Otosclerosis and pregnancy. C. VON EICKEN. Ztschr. f. 
Geburtsh. u. Gynaek., 1927, xci, 192. 

Pregnancy and mitral stenosis. G. Zinsstac. Mo- 
natsschr. f. Geburtsh. u. at 1927, lxxv, 498. 

Pyelitis in pregnancy. B. Corpus and W. C. 
DanFortH. Am. J. Obst. el, 1927, Xiv, 544. 

Certain toxic and mechanical causes of the disturbances 
of vision in pregnancy and labor. S. FRAYMANN. 
Monatsschr. f. Geburtsh. u. Gynaek., 1927, Ixxvi, 165. 

Toxemia of pregnancy. R. A. JoHNsTON and H. W. 
Jounson. Texas State J. M., 1927, xxiii, 394. 

Toxemias of pregnancy and acetone bodies. O. BOKEL- 
MANN and A. Bock. Ztschr. f. Geburtsh. u. Gynaek., 1927, 
xci, 94. 

The changes of pregnancy in the light of modern studies 
and their relation to pregnancy toxemias. L. SEITz. 
Monatsschr. f. Geburtsh. u. Gynaek., 1927, Ixxv, 323. 

Insulin treatment of the toxemias of pregnancy. E. 
Voct. Klin. Wchnschr., 1927, vi, 1339. 

The scientific basis for glucose-insulin treatment of the 
toxeemias of pregnancy. BOKELMANN. Ztschr. f. Geburtsh. 

u. Gynaek., 1927, xci, 435. 

Hyperemesis gravidarum. R. L. Grocan. Texas State 
J. M., 1927, xxiii, 392. 

Hyperemesis — J. S. Brewer. South. M. & 
S., 1927, Ixxxix, 689. 

The importance of psychotherapy in the treatment of 
intractable vomiting of pregnancy. A. P. Ramos and M. 
L. Pérez. Semana méd., 1927, xxxiv, 477. 

Eclampsia. G. C. GILFILLEN. Ohio State M. J., 1927, 
xxiii, 823. 

Contribution on the question of apopl 
based on the case of a patient with ec 
Zentralbl. f. Gynaek., 1927, li, 1387. 

The treatment of eclampsia. W. A. Dwyer. J. Med. 
Soc. N. Jersey, 1927, xxiv, 561. 

The treatment of eclampsia. E. Martin. Zentralbl. 
f. Gynaek., 1927, li, 1238. 

The explanation of and treatment of eclampsia. RopE- 
NACKER. Zentralbl. f. Gynaek., 1927, li, 1446. 

Ileus and pregnanc Von icz-RADECKI. 
Muenchen. med. 1926, lxxiii, 1352. 


R. JAFFE. 


BIBLIOGRAPHY OF CURRENT LITERATURE 


159 


New approaches to the question of sex determination. 
O. SCHOENER. 1927: Wuerzburg, Moennich. 

The theory and practice of the prediction of sex by the 
interferometric method: A. StrecK. Arch. f. Gynaek., 
1927, CXxX, 226. 

The diagnosis of uni-ovum or bi-ovum twins. G. A. 
Wacner. Med. Klin., 1927, xxiii, 936. 

A human ovum ap) sroximately nineteen days old. J. P. 
GREENHILL. Surg., Gynec. & Obst., 1927, xlv, 493. 

The oxydase actin in young human embryos. E. 
Nicoet. Ztschr. f. mikroskop.-anat. Forschr., 1927, x, 
602. 

Studies on the body length of the full-term child. E. 
Weuerritz. Arch. f. Gynaek., 1927, cxxx, 221. 

Effects of the roentgen rays on the development of the 
embryo of the hen. T. YaMAMoTo. Jap. J. Obst. & Gynec., 
1927, X, 2. 

The influence of syphilis in the mother on the child. 
A. MuELLER. Monatsschr. f. Geburtsh. u. Gynaek., 1927, 
lxxvi, 216. 

The influence of thallium poisoning of the mother upon 
the offspring. K. Enruarpt. Klin. Wchnschr., 1927, vi, 
1374- 

“Free transplantation of the upper extremity through 
an imniogenic deformity. L. Hirscn and H. REINEcK. 
Frankfurt. Ztschr. f. Path., 1927, xxxv, 48. 

Necrosis of both forearms due to intra-uterine pressure. 
B. Liecner. Monatsschr. f. Geburtsh. u. Gynack., 1927, 
Ixxvi, 278. 

Ventral hernia in a 20mm. human embryo. E. 
Hintzscue. Jahrb. f. Morphol. u. mikroskop. Anat., 1927, 
X, 110. 

Torsion of the umbilical cord. F. ge Monat- 
sschr. f. Geburtsh. u. Gynaek., 1927, Ixxvi, 25 

Compression of the umbilical cord by the Chile’ s hand. 
H. SAENGER. Zentralbl. f. Gynaek., 1927, li, 1578. 

Hydrops_ congenitus universalis. S. OBERNDORFER. 
Zentralbl. f. Gynaek., 1927, li, 1830. 

The amniotic fluid and its aasatitative variability. 
F. J. Taussic. Am. J. Obst. & Gynec., 1927, ~ 35 

116 


e placental hormone (feminin). E. Gimm and F. 
Wavexn. Klin. Wchnschr., 1927, vi, 999. 

Premature separation of the placenta with severe bleed- 
ing through the uterus. H. Kuester. Zentralbl. f.Gynaek., 
1927, li, 1369. 

Premature separation of the placenta after measles. 
C. U. von Krein. Zentralbl. f. Gynaek., 1927, li, 2037. 

The treatment of placenta previa by prophylactic blood 
transfusion and cesarean section. A. H. Bit. Am. J. 
Obst. & Gynec., 1927, xiv, 523. 

Cwsarean section in the treatment of placenta previa. 
O. KortHaver. Zentralbl. f. Gynaek., 1927, li, 1434. 

Extra-uterine pregnancy: diagnosis and differential 
diagnosis. R. ZIMMERMANN. 1927: Leipzig, Thieme. 

Extra-uterine pregnancy ruptured by successive fissures 
with corresponding hemotoceles. A. GuILLEMIN. Bull. 
Soc. d’obst. et de gynéc. de Par., 1927, xvi, 486. [116] 

Interstitial ectopic gestation, operation, recovery: a 
case report. . B. WEILER and A. B. GyeLLtumM. Am. 
J. Surg., 1927, iii, 379. 

The roentgen diagnosis of tubal pregnancy. P. 
and F. Erster. Zentralbl. f. Gynaek., 1927, 

1360 

Is the re-infusion of blood from the abdominal cavity in 
ruptured tubal pregnancy absolutely necessary and of 
value? T. BRUNNER. Muenchen. med. Wchnschr., 1927, 
Ixxiv, 279. 

Ovarian 
Gynaek., 1927, li, 1569. 


R. Zentralbl. f, 


‘ina” 
1927, 
oint- 
sand 
G. 
927, 
tion 
} of 
ned. 
as of 
A. 
s of 
027, 
the 
, Vi, 
14) 
ths. 
135. 
ina- 
ER. 
vii, 
RG. 
en- 
the | 
J-; 
M. 
ol- 
lii, 
7) 
he 
of 
A. 
he 
NT 
= 
5] 
n. 
5] 
S. 


160 


Abdominal pregnancy with a living child. E. Brav- 
camp. Monatsschr. f. Geburtsh. u. Gynaek., 1927, Ixxvi, 
260. 


The clinical aspects and pathology of secondary abdom- 
inal pregnancy. E. ZUCKERMANN. Zentralbl. f. Gynaek., 
1927, li, 1730. 

Inflammatory conditions of the adnexa during pregnancy. 
E. Hever. Monatsschr. f. Geburtsh. u. Gynaek., 1927, 
Ixxvi, 243. 

Transverse myelitis complicating pregnancy and labor. 
H. Herz. Boston M. & S. J., 1927, cxcvii, 714. 

Biology and pathology of the female: a handbook of 
gynecology and obstetrics: J. HALBAN and L. Seitz. Vol. 

II. Pt. I. Rupture of the uterus: R. Freunp. Trauma 
and operations in pregnancy: S. HAMMERSCHLAG. Sudden 
death in pregnancy, labor, and the puerperium: E. KNAUER. 
1927: Berlin, Urban & Schwarzenberg. 

The etiology of uterine perforation in curettage for 
abortion. E. Herz. Wien. med. Wchnschr., 1927, Ixxvii, 


8o1. 

Death by hemorrhage in abortion. F. Bass. Zentralbl. 
f. Gynaek., 1927, li, 1119. 

Symmetrical gangrene of both feet in a case of febrile 
abortion and the administration of “gynergen.” E. HEYER. 
Zentralbl. f. Gynaek., 1927, li, 1718. 

Lipoid retention after abortion; also a contribution on 
the symptomatology of the soft palate. P. Neupa. 
Ztschr. f. Geburtsh. u. Gynaek., 1927, xci, 395: 

Cancer of the cervix in pregnancy. Buf. Bull. Soc. 
d’obst. et de gynéc. de Par., 1927, xvi, 513. 

Pregnancy and cancer of the uterine cervix. E. Haucu. 
Rév. franc. de gynéc. et d’obst., 1927, xxii, 413. 


Labor and Its Complications 


The induction of labor at the end of pregnancy by 
means of the administration of castor oil and go of 
hypophyseal extract. K. Apter. Zentralbl. f. Gynaek., 
1927, li, 1049. 

Artificial induction of labor at the end of pregnancy. 
A. OstretL. Zentralbl. f. Gynaek., 1927, li, 1654. 

Drugs for stimulating and strengthening labor pains. 
E. Grarr. Wien. Klin. Wchnschr., 1927, xl, 886. 

Rectal dilatation to stimulate labor. W. NETTESHELM. 


Muenchen. med. Wchnschr., 1927, lxxiv, 894. 

The conduct of labor. B. ‘ASCHNER. Wien. clin. 
Wcehnschr., 1927, Ixxvii, 450. 

The conduct of teas I. FiscHer. Wien. med. 
Wehnschr., 1927, xxvii, 64 

The conduct of KorEHLER. Wien. med. 


Wchnschr., 1927, Ixxvii, 646 

The conduct of normal Saer. J. W. Bourtanp. Texas 
State J. M., 1927, xxiii, 397. 

Shortening the period of normal labor. 
Wien. med. Wchnschr., 1927, lxxvii, 962. 

‘The indications for ‘and the management of the trial 
labor. J. C. WinpEYER. Med. J. Australia, 1927, Supp. 8, 
245. 

The management of the second stage of labor. G. 
FRoMMOLT. Deutsche med. Wchnschr., 1927, liii, 923. 

Determination of the progress of labor by external pal- 
pation of the head. E. Sacus. Zentralbl. f. Gynaek., 
1927, li, 1574. 

The value of palpation of the chin in the conduct of 
labor. R. MUELLERHEIM. Zentralbl. f. Gynaek., 1927, 
i, 1780. 

The management of the third stage of labor. M. T. 
VaDEN. Virginia M. Month., 1927, liv, 440. 

‘The delivery of the after-coming head. O. WIENSKO- 
witz. Muenchen. med. Wchnschr., 1927, lxxiv, 1053. 


A. OSTREIL. 


INTERNATIONAL ABSTRACT OF SURGERY 


Uterine inertia: its theory, symptomatology, and causi- 


tion. M. C. DE Garis. Med. J. Australia, 1927, Supp. 8, 


252, Supp. 9, 257. 

Hemorrhages at the end of pregnancy and during and 
after labor. H. Scumip. Beihefte z. Med. Klin., 1927, 
xxiii, 83. 

The clinical significance of hematuria during labor, 
on the basis of cystoscopic findings. A. Reist. Zentrall 
f. Gynaek., 1927, li, 351. 

Schillings’s differential blood count in labor and the 
puerperium. E. HAEUSERMANN. Zentralbl. f. Gynaek., 
1927, li, 414. 

The importance of labor in lighting up latent syphilis. 
T. HeYNEMANN. Deutsche med. Wchnschr., 1927, liii, 
1039- 

A case of phlegmonous gastritis with co-existent hydram- 
nion during labor. C. Scumipt. Zentralbl. f. Gynaek., 
1927, li, 1583. 

Myoma of the lower segment and contraction of Bandl’s 
ring in a pregnant patient. V. MANuEL AvILEs and A. 
ZUnIGA. Bol. Soc. de cirug. de Chile, 1927, v, 181. 

What methods of easing the -~ of labor are available 
to the general practitioner? E. WrneErritz. Deutsche 
med. Wchnschr., 1927, liii, 92 

Amelioration of the pain ot childbirth. J. Wartxins. 
South. M. & S., 1927, Ixxxix, 680. 

aa technique of the induction of twilight sleep with 

lamine-ephedrine (Merck) in operative procedures. 
F. uBITZ. Muenchen. med. Wchnschr., 1927, lxxiv, 966. 

Experiences with synergistic analgesia in obstetrics. 
W. B. Mount. J. Med. Soc. N. Jersey, 1927, xxiv, 565. 

The value of Gwathmey’s analgesia in normal labor. 
M. S. Natpitscu. Zentralbl. f. Gynaek., 1927, li, 1128. 

Avertin (E 107) in obstetrics. E. MARTIN. Monatsschr. 
f. Geburtsh. u. Gynaek., 1927, Ixxvi, 241. 

Placenta previa, multiple dystocia, intestinal obstruc- 
tion; cesarean section. H. Paucor. Bull. Soc. d’obst. et 
de gynéc. de Par., 1927, xvi, 517. 

Delayed labor and absence of labor pains in placenta 
previa centralis. G. Lunz. Zentralbl. f. Gynaek., 1927, li, 
1587. 

Two new ideas on the mechanism of cervical laceration 
during labor. A preliminary report. J. B. DELEE. Am. 
J. Obst. & Gynec., 1927, xiv, 499. [116] 

Cervical tears during spontaneous delivery. W. RosEn- 
STEIN. Monatsschr. f. Geburtsh. u. Gynaek., 1927, Ixxvi, 
265. 

Primary repair of the perineum. W. W. WELLS. South. 
M. J., 1927, xx, 784. 

Spontaneous rupture of the uterus, before or during 
labor. J. HENprRy. Edinburgh M. J., 1927, xxxiv, Edin- 
burgh Obst. Soc., 165. [117] 

Partial rupture of the uterus in labor. A. Goopinc. 
Brit. M. J., 1927, ii, 638. 

The etiology of postmortem labor. H. HELLENDALL. 
Ztschr. f. Geburtsh. u. Gynaek., 1927, xci, 103. 

The failed forceps case and its treatment. D. MILLER. 
Brit. M. J., 1927, li, 685. 

Spontaneous or forceps deliveries following previous 
cesarean sections. M. Satmonp. Lancet, 1927, ccxiii, 
810. 

The management of occiput posterior positions. R. N. 
HAMBLEN. Northwest Med., 1927, xxvi, 511. 

Obstetrical operative procedures. J. J. Gxt. Illinois 
M. J., 1927, lii, 315. 

Cesarean section by the method of Portes. G. A. 
Wacyer. Zentralbl. f. Gynaek., 1927, li, 1226. 

The abuse of cesarean section. H. Je.tett. Brit. M. 
J.,; 1927, li, 451. Med. J. Australia, 1927, Supp. 6, 


| 
Kris 
Ca 
Jose! 
OF 
G. H 
Tt 
Mon 
TI 
Aust 
Re 
Gyn 
M 
STEI 
1927 
T 
of th 
med 
{.G 
afte 
liii, 
T 
Lan 
T 
ZOR 
C 
R. | 
ii, 7 
I 
ii, 7 
I 
Bu 
] 
gy! 
Vo 
riw 
pu 
W. 
ute 
Gy 
she 
Wi 
Ze 
the 
Ve 
0. 
Ze 
re: 
19 
Ki 
bi 


A case of cesarean section for osteomalacia. P. P. G. 
KrisHNA Iyer. Indian M. Gaz., 1927, lxii, 568. 

Cesarean section in mortua with a living child. S. 
Josep. Deutsche med. Wchnschr., 1927, liii, 1135. 

Operations for increasing the diameters of the pelvis. 
G. Hopre. Zentralbl. f. Gynaek., 1927, li, 1329. 

The treatment of narrow pelvis. H. KuprerBerc. 
Monatsschr. f. Geburtsh. u. Gynaek., 1927, Ixxvi, 176. 

The operation of pubiotomy. A. B. Linpsay. Med. J. 
Australia, 1927, Supp. 8, p. 249. 

Retention of the membranes. H. NoE.te. Zentralbl. f. 
Gynaek., 1927, li, 1445. 

Manual removal of the placenta. H. HEImpLerR and B. 
STEINHARDT. Wuerzb. Abhandl. a. d. Gesamtgeb. d. Med., 
1927, iv, 227. 

The management of retention of the placenta and parts 
of the placenta after labor at term. H. NAuyoxs. Deutsche 
med. Wchnschr., 1927, liii, 925. 

The sitting posture after labor. A. HARTMANN. Zentralbl. 
f. Gynaek., 1927, li, 1586. 

“Gelonida antineuralgica” for the treatment of severe 
R. Mey. Deutsche med. Wchnschr., 1927, 
iii, 970. 

Treatment of postpartum hemorrhage. 
Lancet, 1927, ccxili, 753. 

The vasoconstricting action of certain ecbolics. W. 
Zorn. Zentralbl. f. Gynaek., 1927, li, 1046. 

Convulsions caused by pituitary extract after labor. 
R. D, Lawrence and M. P. Suackte. Brit. M. J., 1927, 
ii, 786. 

of the uterus. J. G. Hayes. Brit. M. J., 1927, 


J. SopHIAN. 


ii, 786. 
of the uterus. C. C. Exxiorr. Brit. M. J., 


1927, XX, 595- 


Puerperium and Its Complications 


Postpartum care of the parturient woman. J. F. 
BuNKLEY. Texas State J. M., 1927, xxiii, gor. 

Biology and pathology of the female: a handbook of 
gynecology and obstetrics: J. HatBan and L. Serrz. 
Vol. VIII. Pt. I. Pathology and treatment of the puerpe- 
rium: H. H. Scum. Anatomy and physiology of the 
puerperium: A. LaBHarpT. Pathology of the puerperium: 
W. Stcwart. 1927: Berlin, Urban & Schwarzenberg. 

The effect of anesthesia on the activity of the —- 
uterus. H. FRANKEN and H. ScuHtossMANN. Arch. 
Gynaek., 1927, CXxx, 215. 

An unusual and diagnostically interesting case of death 
shortly after labor. A. HocHENBICHLER. Wien. med. 
Wchnschr., 1927, lxxvii, 870. 

Parotitis during the puerperium. M. SINNECKER. 
Zentralbl. f. Gynaek., 1927, li, 2024. 

Does hemorrhage during labor have any influence 7" 
the occurrence and course of pnetedaen | infection? 
VoLKMANN. Deutsche med. Wchnschr., 1927, liii, 363. 

The treatment of puerperal sepsis in general ‘practice. 
O. Herscuan. Therap. d. Gegenw., 1927, lxviii, 308. 

The alcohol treatment of puerperal sepsis. H. Tomson. 
Zentralbl. f. Gynaek., 1927, li, 1795. 

The therapeutic use of glucose in pue 
results of this treatment. E. Gross. 
1926, Ixvii, 481. 

Ligature of the vena cava in puerperal pyemia. L. 
Kocn. Zentralbl. f. Gynaek., 1927, li, 1713. 


ral fever and the 
erap. d. Gegenw., 


Newborn 


_Studies in the biological inheritance of twinning. The 
biological bases. Studies of 102 uni-ovular twins, 45 bi- 


BIBLIOGRAPHY OF CURRENT LITERATURE 161 


ovular twins of the same sex, and 2 sets of triplets. O. von 
VERSCHUER, W. M. KINKELIN, and V. ZIPPERLEN. Ergebn. 
d. inn. Med. u. Kinderh., 1927, xxxi, 35. 
Investigations of the causes of death in newborn infants. 
Hook. Beitr. z. path. Anat. u. z. allg. Path., 1927, 
Ixxvii, 456. 

Intracranial lesion or asphyxia neonatorum? H. 
Hetwter. Ztschr. f. Geburtsh. u. Gynaek., 1927, xci, 235. 

A rare type of birth injury and its sequelae. E. Berr- 
MANN. Deutsche med. Wchnschr., 1927, liii, 364. 

A case of double monster (parasitic fetus); removal of the 
parasite, recovery of the autosite. D. D. Kapur. Indian 
M. Gaz., 1927, Ixii, 566. 

The so-called intra-uterine acquired gonorrhea] oph- 
thalmia. K. O. Pont. Zentralbl. f. Gynaek., 1927, li, 
1838. 

Hemorrhage of the newly born. S. M. Weyer. Nebraska 
State M. J., 1927, xii, 382. 

The treatment of melena neonatorum vera. R. HoL- 
LAENDER-PILPEL. Wien. klin. Wchnschr., 1927, xl, 580. 

Severe neonatal hemorrhage arrested by calomel. R. I. 
Hurtcuinson. Brit. M. J., 1927, ii, 638. 

Hepatic hypertrophy in the newborn. R. F. Matters. 
Med. J. Australia, 1927, ii, 583. 

Homicidal strangulation of a fetus by the umbilical cord. 
S. Smiru. Lancet, 1927, ccxiii, 755. 


Miscellaneous 


The two hundredth anniversary of the Lying-In Hospital 
of the Charité (Berlin), and a contribution on the history 
of obstetrics in Berlin. Witte. Ztschr. f. Geburtsh. u. 
Gynaek., 1927, xci, 408. 

Birth control as it confronts the medical profession in the 
United States. S. A. Knopr. Clin. Med. & Surg., 1927, 
XXxiv, 737. 

and measures to favor it. 
Jahresk. f. aertzl. Fortbild., 1927, xviii, 1 ; 

Guides for the acceptance and instruction of midwives. 
H. WattHer. Monatsschr. f. Geburtsh. u. Gynaek., 1927, 
Ixxvi, 228 

Obstetrical morbidity in rural practice: analysis of 717 
pregnancies. H. E. Harvey and D. O. Hucues. Nebraska 
State M. J., 1927, xii, 361. 

Reducing obstetrical mortality. L. H. Wricut. J. Med. 
Ass. Georgia, 1927, xvi, 333- 

What are the comparative values of the external, the 
rectal, and the internal vaginal examination in obstetrics 
for the general practitioner? W. Fuerst. Deutsche med. 
Wchnschr., 1927, liii, 920. 

Blood tests as proof in the establishment of paternity. 
K. Nucx. Ztschr. f. aertzl. Fortbild., 1927, xxiv, 404. 

The significance of the Wassermann reaction in obstet- 
rics. H. Baumm. Arch. f. Gynaek., 1927, CXXX, 192. 

A study of the effects of blood transfusion in obstetrical 
and conditions. J. O. Potak and A. D. Kirk. 
Am. J. O Gynec., 1927, xiv, 537. 

The aa of stillbirths occurring in 4,000 consecutive 
deliveries. E. C. Lyon, Jk. Am. J. Obst. & Gynec., 1927, 
xiv, 548. 

Experiences with “hypophen.” M. von 
Muenchen. med. Wchnschr., 1927, lxxiv, 581. 

Clinical experiences with “thymophysin.” E. Grarr. 
Zentralbl. f. Gynaek., 1927, li, 1373. 


H. SELLHEIM. 


KRIEs. 


The substances in ergot acting upon the uterus. II. 
Histamin. A. W. Forst and H. Weese. Arch. f. exp. 
Path. u. Pharmakol., 1926, cxvii, 232. 

The action and dosage of 
obstetrics. 
Ixviii, 159. 


hypoph seal preparations in 


H. GrossMANN. rap. d. Gegenw., 1927, 


p. 8, 
and 
927, 
bor, 
the 
ek., 
ilis. 
liii, 
um- 
ek., 
Il’s 
A. 
ble 
che 
NS. 
ith 
es. 
56. 
CS. 
ar. 
et 
ta 
li, 
yn 
n. 
6] 
N- 
i, 
he 
g 
l- 
—— 


Adrenal, Kidney, and Ureter 


A case of neurocytoma of the adrenal. M. Davipson and 
E. W. Hurst. Brit. J. Surg., 1927, xv, 216. 

A case of suprarenal hypernephroma. C. M. KENNEDY 
and W. A. Lister. Lancet, 1927, ccxiii, 749. 

A hypernephroma of atypical structure. J. Gray. J. 


Path. & Bacteriol., 1927, xxx, 641. 

A case of virilism due to an adrenal cortical hyperneph- 
roma. C. G. Murray and G. S. Stimpson. Lancet, 1927, 
ccxili, 745. 

Suprarenal hemorrhage. C. E. Farr and K. SeMsrortu. 
Arch. Surg., 1927, xv, 627. 

The clinical significance of double kidney. K. Tatumt. 
Arch. f. japan. Chir., 1927, iv, 241. 

Incontinence of urine of renal origin. R. C. Becc. Brit. 
J. Surg., 1927, xv, 220. (118] 

A unilateral fused by calculus. 
N. P. Ratusun. Surg. Clin. N. » 1927, vii, 1049. 

Some considerations on pttoedl sey of the renal arteries 
and their importance in surgery. ALCALA SANTAELLA. 
Arch. de med., cirug. y especial., 1927, viii, 66. 

The clinical value of kidney functional tests. H. G. 
BucBEeE. Boston M. & S. J., 1927, cxcvii, 611. 

Does the implantation of the omentum into the kidney 
have a diuretic effect on healthy men and animals? M. 
Hataxkosut. Arch. f. japan. Chir., 1927, iv, 307. 

A case of diabetes with renal glycosuria. C. Vorcr. 
Lancet, 1927, ccxiii, 916. 

The diagnosis of renal and ureteral lesions from the view- 
of the genito-urinary surgeon. C. G. Smiru. Boston 

& S. J., 1927, cxcvii, 597. 

traumatized kidney. E. R. CAMPBELL. Internat. 
J. Med. & Surg., 1927, xl, 397. 

The effects of roentgen rays upon the kidney. D. A. 
Wituisand A. Bacuem. Am. J. Roentgenol., 1927, xviii, 334. 

Uricemia in sclerotic lesions of the kidney. R. FRAILE. 
Rev. méd. de Barcelona, 1927, iv, 74. 

The diagnosis and treatment of inflammations of the 
kidney. A. Jacoss. Practitioner, 1927, cxix, 217. 

Pyelonephritis. O. A. Scuwarz. Ztschr. f. urol. Chir., 
1927, Xxi, 371. 

Specimen: kidneys obtained post mortem from a case of 
pyelonephritis. E. Scorr. Proc. Roy. Soc. Med., Lond., 
1927, XX, 1821. 

Renal tuberculosis. W. S. Pucu. Internat. J. Med. & 
Surg., 1927, xl, 404. 

Tuberculosis of the kidney. Sir J. THomson-WALKER. 
Brit. M. J., 1927, ii, 625. (118! 

Statistics of postoperative survival in renal tuberculosis. 
A. Futterton. Brit. M. J., 1927, ii, 630. {118] 

Tuberculosis of the kidney in pregnancy. W. S. Puc. 
Ann. Surg., 1927, Ixxxvi, 591. 

Carbuncle of the kidney. T. Toompson. Lancet, 1927, 
ccxili, 695. {121] 

Massive infarcts of the kidneys. P. DAnutez. J. d’urol. 
méd. et chir., 1927, xxiii, 481. (121] 

Solitary serous renal cysts. L. D. Smiru. Illinois M. J., 
1927, lii, 291. 

Extrarenal venous circulation in a case of congenital 
polycystic kidneys: an unusual varicocele communicating 
between the splenic and renal veins. E. Duskes. Arch. 
Surg., 1927, xv, 580. 


Pyelography and pore sapd in the diagnosis of tumors of 
the kidney and renal pelvis. G. Motz. Arch. urol. de la 
clin. de Necker, 1927, vi, 1. [122] 


INTERNATIONAL ABSTRACT OF SURGERY 


GENITO-URINARY SURGERY 


The diagnostic value of pyelography in tumor renis and 
obscure syndromes. A. Como ut. Arch. ital. di urol., 1927, 
iii, 499. 

The early diagnosis of renal tumor by pyelography. J. 
SALLERAS. Semana méd., 1927, xxxiv, 77. 

A villous tumor of the middle calyx. J. S. Jory. Proc. 
Roy. Soc. Med., Lond., 1927, xx, 1805. 

A villous tumor of the pelvis aa ureter. J. S. Jory. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1805. 

The diagnosis and treatment of ste: Hw tumors of the 
kidney. T. Brancuert. Arch. ital. di chir., 1927, xviii, 433. 

122 


Cystadenoma pseudopapilleferum malignum of the 
kidney with metastases in the tongue. D. W. Mac- 
Kenzie and T. R. Waucu. J. Urol., 1927, xviii, 33 “~ 

Carcinoma in a congenital pelvic kidney. H. 
Scumipt. Zentralbl. f. Gynaek., 1927, li, 1911. 

Experiences in renal surgery. A. TAKAHASHI. Ztschr. f. 
urol. Chir., 1927, xxii, 230. 

Duodenal fistula following nephrectomy. P. Marocna. 
Ann. ital. di chir., 1927, vi, 657 [123] 

The collateral arterial cee of the human ureter. 
G. Frommott. Zentralbl. f. Gynaek., 1927, li, 322. 

Bilateral diverticula of the ureter: case report. N. P. 
RatuBun. J. Urol., 1927, xviii, 347. 

Two cases of bifurcate ureter, a contribution on double 
ureter. A. Herrort. Zentralbl. f. Gynack., 1927, li, 1170. 

An intra-uterine ureteral orifice and its treatment. N. 
Kupji. Zentralbl. f. Gynaek., 1927, li, 1182. 

Surgical treatment of the ureter with an extravesical 
opening. V. GauptaAnt. Arch. ital. di chir., 1927, xviii, 
468. (124) 

Ureteral stricture; its anatomical and pathological back- 
ground; based upon "the findings in 100 consecutive autop- 
M. ScureiBer. Surg., Gynec. & Obst., 


-— of the ureter with intraperitoneal leakage and 
congenital malformation of the urinary tract. E. Foster, 
A. Priaum, and E. Sujoy. Semana méd., 1927, xxiv, 1. 

Metastatic carcinoma in the ureter. W. J. Carson. Ann. 
Surg., 1927, Ixxxvi, 549. [125| 


Bladder, Urethra, and Penis 


Aplasia of the bladder and opening of the ureter into the 
vagina in a woman with one kidney. F. DANzIGER. Ztschr. 
f. urol. Chir., 1927, xxii, 248. 

A late result in ectopia vesice. F. N. G. Starr. Brit. J. 
Surg., 1927, xv, 328. 

Studies on the ureter and bladder with especial reference 
to regurgitation of the vesical contents. The bladder 
pressure-curve in the human. R. C. Graves. J. Urol., 
1927, xviii, 321. 25) 

Suprapubic cystotomy in bladder paralysis. 
Boyp. J. Urol., 1927, xviii, 413. 

The practical value of color filters in cystoscopy. B. 
Ortow. Zentralbl. f. Gynaek., 1927, li, 1184. 

Cystography. B. H. Hacer and W. F. BRAAscH. Surg., 
Gynec. & Obst., 1927, xlv, 502. 

Obstructions of the vesical neck. C. P. Matue. Am. 
Med., 1927, xxxiii, 613. 

The pathology and treatment of a vesical tumor resem- 
a endometrioma. A. C. Morson. Brit. J. Surg., 1927, 
Xv, 264. 

Two cases of adenomyoma of the female bladder. G. 
Frommo tt. Zentralbl. f. Gynaek., 1927, li, 1159. 


162 
Le 
1927 
M 
myc 
Dic! 
Rev 
Ir 
a re 
Surg 
T 
uter 
Gyr 
U 
app 
Ass. 
S 
urol 
T 
elec 
192 
A 
surg 
A 
M. 
BA! 
I 
SrA 
A 
( 
W. 
pre 
958 
res 
Hs 
B. 
A. 
in 
W 
ac 
19 
to 
1} 
Su 
ar 
to 


Leukoplakia of the bladder. E. L. Younc, Jr. J. Urol., 
1927, Xvili, 407. 
Malacoplakia vesice—an investigation of certain 
mycotic infections of the genito-urinary tract. W. E. C. 
Dickson, A. C. E. Gray, and F. Kipp. Urol. & Cutan. 

Rev., 1927, xxxi, 611. 

Inflammatory lesions of the bladder simulating neoplasm: 
a report of three cases. J. J. Jortson and W. E. Lower. 
Surg., Gynec. & Obst., 1927, xlv, 417. [125] 

The changes in the bladder in cases of cancer of the 
uterus treated by irradiation. F. Hermann. Zentralbl. f. 
Gynaek., 1927, li, 1899. [126] 

Ulceration of the bladder as a late effect of radium 
applications to the uterus. A. L. Dean, Jr. J. Am. M. 
Ass., 1927, Ixxxix, 1121. [126] 

Simple ulcer of the bladder. R. Pascuxis. Ztschr. f. 
urol. Chir., 1927, xxii, 257. 

The conservative treatment of small bladder fistule by 
electrocoagulation. B. Orrow. Zentralbl. f. Gynaek., 
1927, li, 347. 

A rubber bag inflated in the bladder as an aid to bladder 
surgery. C. S. CAPELL. J. Missouri State M. Ass., 1927, 
xxiv, 463. 

A new suprapubic cup for permanent bladder drainage. 
M. Muscuat. J. Urol., 1927, xviii, 417. 

Ruptured urethra: a new method of treatment. H. 
Banks. Brit. J. Surg., 1927. xv, 262. 

Plastic operations for injuries of the urethra. C. 
Sranca. Zentralbl. f. Gynaek., 1927, li, 1193. 

Urethral and periurethral calculi. G. P. B. Huppy. Brit. 
J. Surg., 1927, xv, 307. 

A new method of treating hypospadias. R. FALCONE. 
Arch. ital. di chir., 1927, xviii, 497. [126] 


Genital Organs 


Clinical and experimental data on prostatic infection. 
W. H. von Lacxum. J. Urol., 1927, xviii, 293. 

The diagnosis and treatment of chronic abscess of the 
prostate. G. Prartorius. Zentralbl. f. Chir., 1927, liv, 
958. 
Enlargement of the prostate gland with characteristics 
resembling Hodgkin’s disease. O. S. Lowstey and F. W. 
Harrau. Ann. Surg., 1927, lxxxvi, 556. 

Vital factors in the management of prostatic obstruction. 
Bb. A. Tuomas. Ann. Surg., 1927, lxxxvi, 563. 

The conservative treatment of prostatic hypertrophy. 
A. Rosensurc. Ztschr. f. urol. Chir., 1927, xxii, 219. 

When should the prostatic be operated upon and what 
role does the determination of renal function play in the 
indication for operation? H. Wi~pBoiz. Schweiz. med. 
Wchnschr., 1927, lvii, 497. 

Prostatotomy as treatment of urinary retention due to 
acute gonorrhceal prostatitis. A.G. CASARIEGO. J. Urol., 
1927, XVili, 401. 

The technique and statistics of suprapubic prosta‘ :c- 
tomy. A. BRENNER. Ztschr. f. urol. Chir., 1927, xxii, 120. 

Suprapubic prostatectomy: complete exposure through a 
1%- to 1%-in. incision: operative results and technique. 
S. H. Harris. Med. J. Australia, 1927, Supp. 8, p. 241. 

A modified suprapubic prostatectomy. RorpER. Ann. 
Surg., 1927, Ixxxvi, 626. 

Suprapubic prostatectomy for benign obstructions; an 
analysis of fifty consecutive cases. W.'T. Briccs. J. Urol., 
1927, XViii, 385. 

The actual achievement of median perineal prostatec- 
tomy: an analysis of twenty-five consecutive cases. P. 
Syms. N. York State J. M., 1927, xxvii, 1057. 

Complete closure of the bladder following prostatectomy. 
W. E. Lower. J. Am. M. Ass., 1927, Ixxxix, 749. [127] 


BIBLIOGRAPHY OF CURRENT LITERATURE 


163 


Pre-operative and postoperative care of prostatics. P. J. 
Kaute. New Orleans M. & S. J., 1927, 246. 

Gynecomastia following prostatectomy. R. Oppren- 
HEIMER. Deutsche med. Wchnschr., 1927, liii, 883. 

Gonococcus epididymitis. M.F. CAMPBELL. Ann. Surg., 
1927, Ixxxvi, 577. [127] 

The treatment of acute gonorrhceal epididymitis, with 
special attention to the prevention of azoospermia. 
Wane. J. Urol., 1927, xviii, 427. 

The surgical treatment of gonorrhceal funiculitis. G. M. 
Gurewitscu. Zentralbl. f. Chir., 1927, liv, 1225. 

Myoma of the spermatic cord. W. E. Letcuron. J. 
Missouri State M. Ass., 1927, xxiv, 443. 

Infarction of the testicle. S. LuBasuH. J. Urol., 1927, 
xviii, 421. 

An operation for sterility in the male. H. C. Rotnick. 
Surg., Gynec. & Obst., 1927, xlv, 557. 

Sterilization procedure and its success in California 
institutions. C. F. Dicut. J.-Lancet, 1927, xlvii, 462. 

Malignant tumors of the testicle, with special reference 
to classification. J. H. Morris. Arch. Surg., 

1 


30. 

Excision of metastases in the supraclavicular glands 
after castration for malignancy; air embolism with a loud 
audible intracardial splashing sound. P. Butt. Deutsche 
Ztschr. f. Chir., 1927, cciii-cciv, 328. 

Multiple scrotal fistula following rupture of the bladder 
with stricture of the urethra; operation and restoration 
of function. L. H. Wirttams. U.S. Naval M. Bull., 1927, 
xxv, 897. 

True hermaphroditism in man: report of a case, with a 
critical review of the literature. B. Kwartin and J. A. 
Hyams. J. Urol., 1927, xviii, 363. 

The treatment of tuberculosis of the male genital tract. 
F. Kipp. Practitioner, 1927, cxix, 211. 


Miscellaneous 


Urology for the general practitioner. V. C. PEDERSEN. 
Med. Times, 1927, lv, 227. 

Diuretics, their utility and limitations. H. A. Curis- 
TIAN. Boston M. & S. J., 1927, cxevii, 614. 

The theory of the action of urotropin in urinary retention. 
T. Brunner. Zentralbl. f. Gynaek., 1927, li, 1196. 

What can be learned from urinary examinations. W. R. 
Outer. Boston M. & S. J., 1927, cxcvii, 593. 

Urinary discoloration resulting from chewing a blue 
blotter. F. A. Faucut. J. Am. M. Ass., 1927, Ixxxix, 
1150. 

Bleeding from the genito-urinary tract. A. M. BEN- 
NARDI. Clin. Med. & Surg., 1927, xxxiv, 768. 

_, Essential hematuria. N. Trecear. Brit. M. J., 1927, 
ii, 593. 

The recognition of fresh inflammation from urinary 
sediments. E. PREISSECKER. Wien. klin. Wchnschr., 1927, 
xi, 877. 

Handbook of urology. Vol. IV. Special urology. Pt. 2. 
Tuberculosis. Actinomycosis. Syphilis. Stone. Hydro- 
nephrosis. Movable kidney. Renal tumors. Disturbances 
of metabolism. Tropical diseases. A. von LICHTENBERG, 
F. VoELKER, and H. WILpBoLz. 1927: Berlin, Springer. 

Obstruction of the urinary tract. I. H. Cutter. Inter- 
nat. J. Med. & Surg., 1927, xl, 328. {128] 

Poliomyelitis involving the urinary tract. H. A. R. 
KrevutTzMAnn. California & West. Med., 1927, xxvii, 
503. 
Venereal disease control. T. PARRAN, JR. Illinois M. J., 
1927, lii, 285. 

Experiences in the management of gonorrhoea. S. J. 
Srnkoe. Urol. & Cutan. Rev., 1927, xxxi, 654. 


|_| 

and : 
927, 
Toc. 
the 
133. 
22) 
the 
AC- 
23) 
H. 
NA. 
23) 
er. 
ble 
70. 
N. 
cal 
ii, 
4 | 
k- 

V, 
4| 
ad 
R, 
n. 
5] 
he 
iT. 
J. 
ce 
er 
| 


164 


South. M. J., 1927, xx, 806. 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Ossifying hematoma. J. B. Butuitr. California & 
West. Med., 1927, xxvii, 508. 

Remarks upon the physiology of bone in relation to bone 
diseases. E. H. E1sinc. Am. J. ies 1927, iii, 367. 

Aseptic emboli in the long bones. E. Lopecx. Arch. f. 
klin. Chir., 1927, cxlvi, 222. 

Three cases of osteomyelitis. J. R.Grirritu. Proc. Roy. 
Soc. Med., Lond., 1927, xx, 1822. 

Acute osteomyelitis. R. V. Smita. J. Oklahoma State 
M. Ass., 1927, Xx, 282. 

Acute osteomyelitis with metastasis. 
U.S. Naval M. Bull., 1927, xxv, 883. 

Recurrent multiple osteomyelitis due to staphylococcus 
aureus. R. McE. Scuaurrier. J. Bone & Joint es 


G. G. HERMAN. 


1927, ix, 740. 

Luetic osteitis with multiple foci. G. Zampa. Policlin., 
Rome, 1927, xxxiv, sez. chir., 386. 

The pathogenesis of osteitis fibrosa. W. Deca and y* 
ZEYLAND. Lyon chir., 1927, xxiv, 37. {13 

Osteitis fibrosa and sarcoma. 
Ztschr. f. Chir., 1927, cci, 358. 

Note on the balance of calcium, magnesium, phosphorus, 
and sulphur in a case of osteitis deformans. Glasgow M. J., 
1927, Cviii, 218. 

Osteosclerotic anemia and Albers-Schoenberg disease. 
M. B. Scumopt. Beitr. z. path. Anat. u. z. allg. Path., 
1927, Ixxvii, 158. 

Osteitis tuberculosa multiplex cystoides (Juengling): a 
contribution on the etiology of this condition. F. ScHuE- 
RER-WALDHEM™. Arch. f. klin. Chir., 1927, cxlvi, 267. 

Studies with a quantitative tuberculin reaction. I. A 
quantitative tuberculin reaction as an aid in bone and 
joint diagnosis. R. F. Atsatt. J. Bone & Joint Surg., 1927, 
ix, 657. 

Following the process of repair in bone and joint tuber- 
culosis by determining the sedimentation time. H. KNorr. 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 429. 

A case of multiple foci of suppurative osteoperiostitis in 
the course of typhoid fever. E. Rist, A. RAvrinta, and R. 
Waitz. Bull. et mém. Soc. méd. d. hép. de Par., 1927, 
xliii, 1285. 

The development of solitary cartilaginous exostoses and 
exostosis bursata with free cartilaginous bodies. K. 
MeszAros. Arch. f. klin. Chir., 1927, cxlvi, 291. 

Injury of exostoses. P. Esau. Ztschr. f. orthop Chir., 
1927, xviii, 289. 

Juxta-articular nodules or osseous prominencies. R. 
BERNARD. Urol. & Cutan. Rev., 1927, xxxi, 643. 

Multiple osteomata. W. H. WuiTemore and O. A. 
SmitH. U.S. Naval M. Bull., 1927, xxv, 875 

Some notes on the clinical features and the distribution 
of secondary deposits in bone following carcinoma of the 
breast. D. H. Patey. Brit. J. Surg., 1927, xv, 182. 

Ewing’s sarcoma: a report of a case. J. E. PRITCHARD. 
Canadian M. Ass. J., 1927, xvii, 1164. 

The treatment of osteosarcomata by physical agents. 
BERARD and TAVERNIER. Lyon chir., 1927, xxiv, 451. [130] 


. WANKE. 


INTERNATIONAL ABSTRACT OF SURGERY 


The technique and the results of 250 diathermy treat- 
ments of acute gonorrhoea. R. I. Hunt. Illinois M. J., 
1927, lii, 313. 

Recent developments in_ uroroentgenology. 
TOULSON. 


W. 


SURGERY OF ‘THE BONES, JOINTS, MUSCLES, ‘TENDONS 


1927, Ixxxix, 512. 


HASHI. Ztschr. f. urol. Chir., 1927, xxii, 167. 


An inguinal granuloma of unknown origin associated with 
bone changes. J. R. Carry. Radiology, 1927, ix, 334. 

Problems of diseases of the joints. F. von MUELLER. 
Arch. Int. Med., 1927, xl, 399. 

The classification of joint diseases. E. MAtiwA. Med. 
Klin., 1927, xxiii, 750. 

Gonorrheeal infection in experimental animals, with 
particular reference to joint infections. Partscu and 
NAGELL. Deutsche med. Wchnschr., 1927, liii, 835. 

Arthritis. R. PemBerton. J. Michigan State M. Soc., 
1927, XXVi, 599. 

Arthritis deformans. J. Herne. Arch. f. path. Anat., 
1927, cclxiv, 541. 

The treatment of chronic joint conditions with unspecific 
irritants. P. Sprro. Deutsche med. Wchnschr., 1927, liii, 
914. 

O-iodoxybenzoic acid in the treatment of chronic 
arthritis. N.C. Trausa. J. Am. M. Ass., 1927, Ixxxix, 1124. 

Actinotherapy in joint tuberculosis in childhood. W. E. 
Crossie and R. Arpin. Brit. M. J., 1927, ii, 594. 

The pathology of Charcot joints. W. J. Ports. Ann. 
Surg., 1927, lxxxvi, 596. 

Some principles underlying the function and effective 
action of muscles: their explanation and illustration, with 
particular reference to war injuries. L. Potrer. Med. J. 
Australia, 1927, ii, 533- 

Muscle injuries in sport. G. RosENBURG. Deutsche med. 
Wchnschr., 1927, liii, 1136. 

The regeneration of the extensor tendons without tendon 
sheaths. A. GreBe. Zentralbl. f. Chir., 1927, liv, 1487. 

A case of congenital anomalies of the extremities. N. D. 
Kietenxo. Arch. f. Orthop. u. Unfall-Chir., 1927, xxv, 
258. 

Rare congenital bone deformities of the extremities; 
roentgen pictures. P. F. Nicst. Schweiz. med. Wchnschr., 
1927, lvii, 542. 

Bone in extremities. S. M. Cone. Arch. 
Surg., 1927, Xv, 5 

The cripple in Teh. F. M. Spracue. Northwest Med., 
1927, XXVi, 494. 

The orthopedic management of poliomyelitis. C. F. 
Crayton. Texas State J. M., 1927, xxiii, 417. 

Injuries to the acromion; a case of isolated fracture of the 
acromion; two cases of luxation of the acromioclavicular 
joint. F. Duncker. Zentralbl. f. Chir., 1927, liv, 1233. 

Anterior displacement of the shoulder girdle and bodily 
exercises. HASEBROEK. Muenchen. med. Wchnschr., 1927, 
lxxiv, 638. 

Cretinous osteopathic changes in the scapula and 
humerus varus due to cretinism. W. Haumann. Beitr. z. 
klin. Chir., 1927, cxl, 136. 

Arthritis deformans of the shoulder. K. ccna 
Arch. f. Orthop. u. Unfall-Chir., 1927, xxv, 133. 

Snapping shoulder. G. Branpt. Arch. orthop. u. 


Unfall-Chir., 1927, xxv, 159. 

Sixty-four joint mice in the shoulder. F. H. ArBer. J. 
Bone & Joint Surg., 1927, ix, 6or. 

Congenital absence of the clavicles (hereditary cleido- 
cranial dystosis). H. C. Pirtspury. Am 
1927, XVili, 322. 


. J. Roentgenol., 


Hexylresorcinol in urinary tract infections: therapeutic 
effect. C. W. Epersacu and R. D. Arn. J. Am. M. fos 
A short contribution to urological surgery. A. TAKa- 


Ar 
SCHN 
254. 
= 
MAR 
Or 
repo 
A 
luxa 
T 
Wie 
Fi 
med 
F 
Son 
A 
Kra 
rece 
Me 
A 
of t 
192 
T 
The 
We 
Ga 
for 
We 
Un 
Ba 
0” 
] 
ita 
BE 
wil 
Ob 
pe 
Di 
Pr 
Be 
te 
D 
of 
Si 
ty 
k 


An unusual case of congenital total absence of both up- 
per extremities, perophocomelia, and syndactylia. N. B. 
SCHMARIEWITSCH. Ztschr. f. orthop. Chir., 1927, xlviii, 
254. 

The traumatic origin of Dupuytren’s contracture. 
MARWEDEL. Zentralbl. f. Chir., 1927, liv, 1246. 

Orthopedic reconstruction work on hand and forearm; 
report on early and late results. A. STEINDLER. Surg., 
Gynec. & Obst., 1927, xlv, 476. 

A case of congenital ulno-palmar club-hand with sub- 
luxation of the fingers. A.Gruca. Rev. d’orthop., 1927, 
XXXiv, 407. 130} 

Typical injuries to the fingers at hand ball. F. MANDL. 
Wien. med. Wchnschr., 1927, lxxvii, 965. 

Finger splints and their use. F. ScoNEK. Muenchen. 
med. Wchnschr., 1927, Ixxiv, 977. 

Fibrous tumors of the extensor surface of the fingers. 
SonnTAG. Deutsche med. Wchnschr., 1927, liii, 619. 

A case of simple cleft sternum. W. G. Love. Brit. M. 
J., 1927, ii, 687. 

Spontaneous rupture of the abdominal muscles. H. 
Krasso. Wien. klin. Wchnschr., 1927, xl, 751. 

Congenital deformity or old injury to the cervical spine; 
recent onset of paraplegia. W. J. Ampre. Proc. Roy. Soc. 
Med., Lond., 1927, xx, 1838. 

An apparatus for the treatment of non-fixed deformities 
of the spine. F. ViscHer. Muenchen. med. Wchnschr., 
1927, Ixxiv, 1098. 

The prevention of scoliosis by care and training. IV. 
The treatment of scoliosis. GAUGELE. Muenchen. med. 
Wchnschr., 1927, Ixxiv, 933. 

The treatment of scoliosis. II. The danger of scoliosis. 
GAUGELE. Muenchen. med. Wchnschr., 1927, Ixxiv, 845. 

A new corrective apparatus (corset) designed especially 
for scoliotics who are working. SCHLEE. Muenchen. med. 
Wchnschr., 1927, lxxiv, 846. 

The treatment of curvature of the spine in the Orthopedic 
University Clinic of the Citizens Hospital, Cologne. 
Bartscu. Zentralbl. f. Chir., 1927, liv, 1178. 

Abnormalities of the lower part of the back. A. 
O’Rettty. J. Am. M. Ass., 1927, Ixxxix, 1128. 

Lower dorsal kyphosis in adolescents. M. Donatr. Arch. 
ital. di chir., 1927, xviii, 560. {131] 

A contribution to the study of low back pain. R. R. 
Best. Surg., Gynec. & Obst., 1927, xlv, 485. 

The orthopedic aspect of low back pain in connection 
with pelvic disorders. P. H. KreuscHer. Surg., Gynec. & 
Obst., 1927, xlv, 482. 

Contributions on the biology of bone and on the ortho- 
pedic surgical treatment of tuberculous spondylitis. M. 
Dusots. Ztschr. f. orthop. Chir., 1927, xlviii, Supp. 

A case of lateral spina bifida. M. FitzMAurIcre-KELLy. 
Proc. Roy. Soc. Med., Lond., 1¢27, xx, 1823. 

Movable bullets in the spinal canal. L. P. Bett. J. 
Bone & Joint Surg., 1927, ix, 639. 

Epiphyseal absorption at the head of the femur (os- 
teochondritis deformans juvenilis). W. 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 440. 

The histopathogenesis of Perthe’s disease on the basis 
of an early case. K. Rockemer. Frankfurt. Ztschr. f. 

Path., 1927, XXxv, I. 

The etiology of coxa vara and Perthe’s disease. A. 
Scumipt. Ztschr. f. orthop. Chir., 1927, xlviii, 229. 

Latent congenital coxa valga luxans as the cause of a 
typical late disease of the hip. W. Muetter. Beitr. z. 
klin. Chir., 1927, cxxxix, 464. 

Coxa valga. M. Hackenprocu. Ergebn. d. Chir. u. 
Orthop., 1927, Xx, 71. 

A second report on a hitherto undescribed dystrophy, 
probably of luetic origin, affecting, particularly, the joints 


BIBLIOGRAPHY OF CURRENT LITERATURE 


of the lower extremity. C. F. ErkenBARY. J. Bone & Joint 


165 


Surg., 1927, ix, 780. 

Six ganglia of the lateral and three ganglia of the medial 
meniscus of the knee joint. R. Majer. Zentralbl. f. Chir., 
1927, liv, 1358. 

Strains or twists of the knee. E. B. Fow er. Illinois 
M. J., 1927, lii, 330. 

Internal derangement of the knee joint. J. O. WALLACE 
and H. H. Permar. J. Bone & Joint Surg., as a 

1 


677. 

A circumscribed cavernous hemangioma of the capsule 
of the knee joint. H. Eccrrs. Zentralbl. f. Chir., 1927, 
liv, 1409. 

Paralytic knee fusions. O. L. Mitter. South. M. J., 
1927, Xx, 782. 

Intermittent hydrops of the knee. Kauscu. Zentralbl. 
f. Chir., 1927, liv, 1887. 

Tuberculosis of the knee joint in the adult. M. S. 
HENDERSON and H. J. Fortin. J. Bone & Joint Surg., 
1927, ix, 700. 

A rare tumor of the semilunar cartilage. B. Kort. 
Deutsche Ztschr. f. Chir., 1927, ccii, 406. 

The development of deformities of the legs (genu 
valgum and varum). G. Branpt. Arch. f. orthop. u. 
Unfall-Chir., 1927, xxv, 248. 

A rare localization for stenosing tenosynovitis (in the 
tendon sheath of the peroneal tendons). M. HackEen- 
BROCH. Muenchen. med. Wchnschr., 1927, lxxiv, 932. 

Schlatter’s disease. H. J. von Branpis. Ztschr. f. 
orthop. Chir., 1927, xlviii, 239. 

The etiology of so-called Schlatter’s disease. T. AsADA 
and S. Kato. Ztschr. f. orthop. Chir., 1927, xlviii, 191. 

A noteworthy type of deformity of the ankle with 
compensatory movements in certain intertarsal joints. 
J. ScHuEetter. Arch. f. Orthop. u. Unfall-Chir., 1927, xxv, 

193. 
Kinetic and dynamic factors in the development of 
incomplete flat-foot and the results of their correction. 
R. Scuers. Ztschr. f. orthop. Chir., 1927, xlviii, 161. 

Club-foot. C. Mav. Ergebn. d. Chir. u. Orthop., 
1927, XX, 361. 

Studies on club-foot: the morphology and development 
of the deformity. L. Kreuz. Arch. f. Orthop. u. Unfall- 
Chir., 1927, XXxv, I. 

A statistical study on congenital club-foot with regard to 
its occurrence in a Swedish orthopedic clinic. H. NILSONNE. 
Ztschr. f. orthop. Chir., 1927, xlviii, 228. 

The dangers of forcible correction of club-foot. H. 
BUERKLE DE LA CAMP. Muenchen. med. Wchnschr., 1927, 
Ixxiv, 974. 

The relation of tuberculosis to Koehler’s disease. H. H. 
Greenwoop. Brit. J. Surg., 1927, xv, 245. 

Productive ossifying periostitis of the tuber calcanei. 
W. R. Braizew. Zentralbl. f. Chir., 1927, liv, 1550. 

Ruptures of the tendon of Achilles. Brisset. Bull. et 
mém. Soc. nat. de chir., 1927, liii, 982. {132] 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


A pneumatic hammer for bone surgery. H. C. Pitkin. 
J. Am. M. Ass., 1927, Ixxxix, 1151. 

Repair of defects of the long bones by free autoplastic 
bone transplants: experimental and clinical studies with 
particular reference to pathological conditions of the 
transplant. H. Kocu. Beitr. z. klin. Chir., 1927, cxxxix, 
635. 

The treatment of acute osteomyelitis by drainage and 
rest. H. W. Orr. J. Bone & Joint Surg., 1927, ix, 


733- 


eutic 
Ass., 
129} 
AKA- 
with 
LER. 
Ted. 
vith 
and 
oc., 
at., 
‘ific 
liii, 
nic 
24. 
E. 
an. 
ive 
ith 
ad. 
on 
D. 
Vv; 
h. 
| 
1e 
ir 
y 
d 


166 


The treatment of osteomyelitis and other infected 
wounds by drainage and rest. H. W. Orr. Surg., Gynec. 
& Obst., 1927, xlv, 446. 

Some principles of treatment of injuries to joints. H. E. 
Mock. Internat. J. Med. & Surg., 1927, xl, 409. 

The treatment of deformed joints by extension and 
manipulation. Sir A. LANe. Internat. J. Med. & Surg., 
1927, xl, 391. 

The technique of operations on the menisci. F. MANDL. 
Zentralbl. f. Chir., 1927, liv, 1624. 

Tenodesis by transosseous fixation of the tendon. F. 
Momserc. Zentralbl. f. Chir., 1927, liv, 1608. 

Tendon suture. E. Moser. Zentralbl. f. Chir., 1927, 
liv, 1606. 

Surgery of the upper extremities. C. Garr, H. 
Kvettner, and E. LEXER. 1927: Stuttgart, Enke. 

Operations on the upper extremity; problems in kinetics; 
end-results. A. STEINDLER. J. Bone & Joint Surg., 1927, 
ix, 778. 

A new method for arthrodesis of the shoulder. M. 
FriepLanp. Arch. f. Orthop. u. Unfall-Chir., 1927, xxv, 
156. 

"Sieedentine of the trapezius for paralysis of the 
abductors of the arm. L. Mayer. J. Bone & Joint Surg., 
1927, ix, 778 

A method of spinal fixation in tubercular spondylitis in 
S. A. Grantoam. J. Bone & Joint Surg., (133 

132 


"WAoiogical factors in certain cases of so-called sciatic 
scoliosis. R. B. Oscoop. J. Bone & Joint Surg., 1927, ix, 
667. [132] 

The Pirogoff and Gritti amputations in insurance 
medicine. H. von Renesse. Arch. f. Orthop. u. Unfall- 
Chir., 1927, xxv, 196. 

Operations on the hip joint. Kiapp. Zentralbl. f. Chir., 
1927, liv, 1770. 

Arthrectomy, arthrodesis, and arthroplasty in succession 
in a case of tuberculosis of the hip. H. KruEGER. Deutsche 
Ztschr. f. Chir., 1927, cciii-cciv, 464. 

A remarkable finding following autoplastic reconstruc- 
tion of the hip joint with severe postoperative infection, and 
brief remarks concerning primary wound infection by 

actinomyces. VON STUBENRAUCH. Deutsche Ztschr. f. 
Chir., 1927, ccii, 217. 

Operations for straightening the neck of the femur. 
Ktrapp. Zentralbl. f. Chir., 1927, liv, 1772. 

The end-results of supracondylar wedge osteotomy of the 
femur in genu valgum, and some remarks on the etiology 
and pathology of this deformity. H. JuncHANNs. Inaug. 
Diss., 1927: Leipzig. 

Disarticulation at the hip joint for sarcoma of the lower 
end of the femur. W. A. SHERWoop. Ann. Surg., 1927, 
Ixxxvi, 614. 

The treatment of fibrous ankylosis of knee and elbow 
joints. S. D. Catonce. J. Am. M. Ass., 1927, Ixxxix, 


427. 

Suture of the ruptured anterior crucial ligament of the 
knee. E. Haussecker. Zentralbl. f. Chir., 1927, liv, 1355. 

The operative treatment of disturbance of ossification 
(apophysiopathy) of the tibial tuberosity (so-called 
Osgood-Schlatter disease). C. T. Witticu. Beitr. z. klin. 
Chir., 1927, cxl, 86. 

The results of a new method of operation for hallux 
valgus. H. BRAUNECK. Zentralbl. f. Chir., 1927, liv, 1542. 

The treatment of incomplete flat-foot. Braartz. 
Deutsche med. Wchnschr., 1927, liii, 884. 

The active treatment of flat-foot. F. PEKAREK. Mitt. d. 
Volksgesundheitsamtes, Wien., 1927, p. 225 

A new operation on drop-foot. C. ee 
J. Surg., 1927, xv, 193. 


Brit. 
[132] 


INTERNATIONAL ABSTRACT OF SURGERY 


The operative treatment of calcaneal spurs. M. 
Branves. Zentralbl. f. Chir., 1927, liv, 1602. 


Fractures and Dislocations 


Fractures and dislocations. A short textbook for 
physicians and students. K. H. BAver. 1927: Berlin, 
Springer. 

The healing of fractures. B. Pras. Arch. f. Orthop. u. 
Unfall-Chir., 1927, xxv, 125. 

The reciprocal changes in the periosteum and bone 
marrow in bone regeneration: a contribution on the devel- 
opment of pseudarthroses. M. KatzEensTeIN. Arch. f. 
klin. Chir., 1927, cxlv, 461. 

The behavior of the periosteum in fracture of the long 
bones. H. BUERKLE DE LA Camp. Deutsche Ztschr. f. 

Chir., 1927, cciii-cciv, 391. 

The reso tive changes in fractured bones. F. Koenic. 
Verhandl. z phy.-med. Gesellsch. zu Wuerzb., 1926, li, 
129. 

Degenerative processes in fractured bones, their nature 
and meaning. F. Koenic. Arch. f. klin. Chir., 1927, 
cxlvi, 624. 

The treatment of fractures. B. Pras. Wien. klin. 
Wchnschr., 1927, xl, 264, 888. 

The conservative treatment of compound fractures. W. 
G. STERN. J. Bone & Joint Surg., 1927, ix, 714. 

The technique of bone suture with wire. A. Driets and 
H. Fromm. Beitr. z. klin. Chir., 1927, cxxxix, 421. 

Open reduction of subcoracoid dislocation of the 
shoulder nine weeks after injury, followed by complete 
recovery. C. E. Cortetre. Med. J. Australia, 1927, ii, 


4. 

Compound fracture of the humerus: spontaneous repair. 
C. R. Steer. Brit. M. J., 1927, ii, 786. 

The treatment of acute comminuted fractures about the 
elbow joint: report of sixty cases. H. E. CoNWELL. South. 
M. J., 1927, xX, 579. [133] 

Fractures of the upper third of the ulna. I. Coun. South. 
M. J., 1927, xx, 585. [133] 

n reduction of fractures of the forearm. A. M. 
Surpeitey. South. M. J., 1927, xx, 595. [133] 

The treatment of fractures of the radius. J. Brecker. 
Zentralbl. f. Chir., 1927, liv, 1360. 

Fracture of both the coronoid and the olecranon proc- 
esses of the ulna: indications for operation and treatment. 
G. L. McWuorter. J. Bone & Joint Surg., 1927, ix, 767. 

Injuries and traumatic diseases of the wrist. S. WEIL. 
Zentralbl. f. Chir., 1927, liv, 1372. 

The treatment of fractures of the fingers and metacarpals 
with a description of the authors’ finger caliper. H. bk. 
Mock and J. D. Eris. Surg., Gynec. & Obst., 1927, 
xlv, 551. 

Fractures of the spine. S. W. BoorsteIn. Am. J. Surg., 
1927, iii, 116. 134 

Fracture of seven transverse processes of the lumbar 
vertebrae. M. GrasMANN. Zentralbl. f. Chir., 1927, liv, 
1513. 

The value of early extension and the use of a plaster 
jacket in the treatment of severe fracture-dislocations of the 
lumbar vertebra. M.Scutesst. Arch. f. Orthop. u. Unfall- 
Chir., 1927, xxv, 89. 

The history of the dichotomy operation on the upper end 
of the femur for irreducible congenital dislocation of the 
~_ H. von BAEYER. Zentralbl. f. Chir., 1927, liv, 
1505. 

The treatment of central luxation of the femur. V. 
Purti. Chir. d. organi di movimento, 1927, xi, 530. [134] 

Fractures of the upper end of the femur. G. F. STEB- 
BING. Brit. J. Surg., 1927, xv, 201. [134] 


T 
813. 
628. 
T 
d. 01 

| | 
Deu 
V 
| oft 
lsiii 
T 
necl 
430 
I 
roel 
Pre 
of t 
kra 
wit 
192 
tre 
ccii 
f 
J. 1 
I 
the 
ccx 
anc 
] 
U. 
7 
&) 
Su 
] 
thr 
Co 
Mi 
Lit 
scl 
& 
gel 
Mi 
ar 
/ Ar 
ve 
cal 
co} 


M. 


The use of Liston’s long splint in the treatment of 
fracture of the femur. R. Martin. Lancet, 1927, ccxiii, 
813. 

Congenital dislocation of the knee joint: case report. 
A. S. Griswotp. J. Bone & Joint Surg., 1927, ix, 


628. 


Traumatic luxations of the knee. O. ANGELELLI. Chir. 


d. organi di movimento, 1927, xi, 435. (135] 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


Blood Vessels 
The innervation of the blood vessels. F. BRUENING. 


Deutsche med. Wchnschr., 1927, liii, 962. 

Variations in the origin "and course of certain branches 
of the subclavian artery. K. Yazuta. Anat. Anz., 1927, 
Ixiii, 139. 

The clinical importance of anomalies of the veins of the 
neck, E. ScHLANDER. Monatsschr. f.Ohren., 1927, lxi, 


430. 

Intracarotid injections and substances opaque to the 
roentgen ray which are suitable for injection. E. Moniz. 
Presse méd., Par., 1927, xxxv, 969. [136] 

Circulatory weakness as a late consequence of aneurisms 
of the peripheral arteries. A. IsrarL. Zentralbl. f. Herz- 
krankh., 1927, xviii, 422. 

The treatment of aneurism of the common carotid artery: 
with notes of a case. J. E. Paterson. Glasgow M. J., 
1927, CVviii, 207. 

Three remarkable cases of femoral aneurism and their 
treatment. B. Kornter. Deutsche Ztschr. f. Chir., 1927, 
cciii-cciv, 56. 

Aneurism of the femoral artery; endo-aneurismorrhaphy. 
J. E. Jennines. Ann. Surg., 1927, Ixxxvi, 615. 

Intermittent claudication and its treatment by dia- 
thermy. A. W. Grit and L. N. Moss. Lancet, 1927, 
CCXxiii, 912. 

Stasis of the blood stream in inflamed vessels, its cause 
and the method of preventing it. J. H. REGENBOGEN. 
Frankfurt. Ztschr. f. Path., 1927, xxxv, III. 

Endarteritis, acute, from electric shock. P. F. DICKENS. 
U. S. Naval M. Bull., 1927, xxv, 881. 

Thrombo-angiitis obliterans. R.O.Grrpwoop. J. Path. 
& Bacteriol., 1927, xxx, 643. 

Thrombo- “angiitis obliterans. Ann. 
Surg., 1927, lxxxvi, 620. 

Primary involvement of the upper extremities in 
thrombo-angiitis obliterans (Buerger’s disease). G. 
Constam. Am. J. M. Sc., 1927, clxxiv, 530. [136] 

Varicose veins and their treatment. E. C. Mansur. J. 
Missouri State M. Ass., 1927, xxiv, 469. 

The treatment of varices by the method of Sicard and 
Linser. A. Gruca. Polska gaz. lek., 1926, v. 982. 

The injection treatment of varicose veins by the use of 
sclerosing solutions. H. O. McPHEETERS. Surg., Gynec. 
& Obst., 1927, xlv, 541. [136] 

Hemangiectatic hypertrophy of the arm: a case of 
genuine phlebectasis. E. Susman and D. W. McCrepte. 
Med. J. Australia, 1927, ii, 581. 

Radium treatment in angiomata. G. A. RoBINson. 
Arch. Pediat., 1927, xliv, 660. 

/ Studies on ligation of the hepatic artery. F. Hort. 


J. E. JENNINGS. 


/ Arch. f. japan. Chir., 1927, iv, 


209. 

Periarterial sympathectomy with ligature of the femoral 

vein in the treatment of diabetic gangrene: a record of five 
cases. R. Brooke. Brit. J. Surg., 1927, xv, 286. 

A physiological and histological study of the circulatory 

conditions in the left lower extremity in a case in which the 


BIBLIOGRAPHY OF CURRENT LITERATURE 


167 


Incomplete lateral dislocation of the knee with wedging 
of the torn soft parts into the joint cavity. K. WERWwATH. 
Zentralbl. f. Chir., 1927, liv, 850. 

Closed intra-articular fractures and traumatic disloca- 
tions of the knee. R. Critiovicn. Arch. f. Orthop. u. 
Unfall-Chir., 1927, xxv, 94 

Tarsal-metatarsal dislocation. R. B. ACKER. J. Am. 
M. Ass., 1927, Ixxxix, 1150. 


femoral artery was ligated in 1870. A. Dumas and P. 
Ravautt. Lyon chir., 1927, xxiv, 387. {137] 

The diagnosis and treatment of arterial vascular disease 
of the extremities. G. E. Brown and M. S. HENDERSON. 
J. Bone & Joint Surg., 1927, ix, 613. 

The discordance between local hyperthermia following 
sympathetic neurotomies and the findings of a study of the 
arterial circulation in these cases. LericHe and R. 
FontTAINE. Presse méd., Par., 1927, XxXv, 971. {137] 


Blood; Transfusion 


The rdle of the reticulo-endothelial system in immunity. 
IV. The action of diphtheria toxin in splenectomized and 
—— mice. C. W. JUNGEBLUT. J. Exper. Med., 1927, 

vi, 609. 
A study of the comparative chemistry of the corpuscles 
and serum of normal blood. A. T. Brice, Jr. J. South. 
Carolina M. Ass., 1927, xxiii, 487. 

The iodine content of the blood and its changes during 
menstruation and Paw. F. E. Maurer. Arch. f. 
Gynaek., 1927, CXXX, 7 

An unusual case bey ‘plood-calcium deficiency. F. P. 
Smart. Virginia M. Month., 1927, liv, 424. 

The changes in the acid-base equilibrium after biliary 
fistule and their importance in the development of the 
so-called porotic malacia. G. DurEtrMann. Beitr. z. 
klin. Chir., 1927, CXxxix, 720. 

Infectious anemia of rats caused by splenectomy: 
etiology, pathology, and chemotherapy. M. Mayer, W. 
Borcuarpt, and W. Kikutu. Beihefte z. Arch. f. Schiffs- 
u. Tropen- -Hyg., 1927, XXXi, I. 

Some observations on the blood sedimentation rate. 
J. W. Davis. South. M. & S., 1927, Ixxxix, 703. 

Photographic demonstration of the rate of sedimenta- 
tion of the red blood cells. Lirren. Ztschr. f. Geburtsh. 
u. Gynaek., 1927, xci, 431. 

Pathological changes in the leucocytes in surgical in- 
fections, especially general infections. H. VON SEEMEN. 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 633. 

The simulation of surgical diseases by leukemia. H. 
VON SEEMEN. Muenchen. med. Wchnschr., 1927, Ixxiv, 
878. 

"Blood transfusion. W. SpiTzMUELLER. Wien. med. 
Wcehnschr., 1927, Ixxvii, 317, 350, 388. 

The history of blood transfusion. A. W. HoLMes A 
Court. Med. J. Australia, 1927, ii, 528. 

Blood transfusion and its present surgical value. H. S. 
Crark. South. M. & S., 1927, Ixxxix, 697. 

The determination compatibility i in bloods. S. C. Dyke. 
Lancet, 1927, ccxiii, {137] 

The amount of blood for transfusion; a ~—_ method to 
determine the dose for adults and children. H. W. JONES. 
Am. J. M. Sc., 1927, clxxiv, 466. 

Apparatus for direct blood transfusion developed by 
Dr. R. W. Thayer. M.GREENE. Am. J. Surg., 1927, iii, 398. 

Auto-transfusion of blood. H. H. Newman. South. 
M. & S., 1927, Ixxxix, 7or. 


for 
erlin, | 
u. 
bone 
level- 
nh. f. 
| 

| 
ENIG. | 
6, li, 
iture 
4 
klin. | 

W. 
and 

the 
lete 
the 
uth. 
133} 
uth. 
[33] 

M. 
ant. 
67. 
RIL. 

275 
rg, 

34] F 
bar 
liv, 
ter 
the 
all- 
nd 
the 
‘iv, 

V. 
34| 
34] 


168 


Our experiences with Percy’s method of blood trans- 
fusion in obstetrics and gynecology. W. G. DEUCHER. 
Schweiz. med. Wchnschr., 1927, lvii, 636. 

The quick arrest of genital hemorrhage in the female 
by the injection of a concentrated solution of sodium 
citrate. S. TzovAru and D. MaAvropin. Presse méd., 
Par., 1927, xxxv, 986. (137] 

Malarial inoculation by blood transfusion. I. KorABEL- 
NIKOFF. Zentralbl. f. Chir., 1927, liv, 1218. 

A contribution on the question of serious after-effects 
of blood transfusion. H. BUERKLE DE LA Camp. Arch. 
f. klin. Chir., 1927, cxlvi, 363. 


Lymph Vessels and Glands 


Material from lymph nodes of man: I. A method to 
obtain material by puncture of lymph nodes for study with 


INTERNATIONAL ABSTRACT OF SURGERY 


supravital and fixed stains. C. E. ForKner. Arch. Int. 
Med., 1927, xl, 532. 

Roentgen-ray treatment of tuberculous cervical lymph 
glands: a study of 141 patients treated by small doses 
of filtered roentgen ray, with follow-up results. J. M. 
Hanrorp. Arch. Surg., 1927, XV, {138] 

The surgical treatment of tuberculous glands of the 
neck. H. M. Crure. Ann. Surg., 1927, Ixxxvi, 

138} 

Compression paraplegia in lymphadenoma. C. F. T. 

— and R. C. LicHtwoop. Lancet, 1927, ccxiii, 


Transient paraplegia in Hodgkin’s disease. D. Forrest. 
Lancet, 1927, ccxiii, 809. 

A case of “‘ Hodgkin’s disease” with paraplegia and other 
somewhat rare complications. J. Carstaw. Glasgow 
M. J., 1927, cviii, 193. 


SURGICAL TECHNIQUE 


Operative Surgery and Technique; 
Postoperative Treatment 


The effect of serum upon the germicidal action of soaps. 
A. H. Eccrertu. J. Exper. Med., 1927, xlvi, 671. 

The question of iodine-alcohol. W. OpeRMATT. Schweiz. 
med. Wchnschr., 1927, lvii, 549. 

The question of the denaturing of alcohol and tincture 
of iodine. E. BAUMANN. Schweiz. med. Wchnschr., 1927, 
Ivii, 551. 

“Dijozol” as a skin disinfectant. A. NEHRKORN. 
Muenchen. med. Wchnschr., 1927, lxxiv, 768. 

The use of colloidal sugar of iron in surgery. R. Krarr. 
Deutsche Ztschr. f. Chir., 1927, cci, 289. 

A simple method of excluding the skin during operation. 
P. Lewin. J. Bone & Joint Surg., 1927, ix, 648. 

Cardiac function and operative trauma. E. REN. 
Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 1. 

Burns in children. J. W. S. McCuttoucn. Canadian 
M. Ass. J., 1927, xvii, 1176. 

The treatment of burns. A. MACLENNAN. Brit. M. J., 
1927, ii, 590. 

Further studies on homoplastic skin transplantation by 
means of vital stains. H. TAMMANN and M. PaTRIKALAKIS. 
Beitr. z. klin. Chir., 1927, cxxxix, 550. 

Dead (preserved) fascia grafts. A. R. Koontz. J. Am. 
M. Ass., 1927, Ixxxix, 1230. 

A note on the glucose enema and its value in postopera- 
tive treatment. D. Levi. Brit. J. Surg., 1927, xv, 282. 

Postoperative complications: a comparison between 
ether and nitrous oxide in 5,000 cases. A. H. MILLER. 
Anes. and Anal., 1927, vi, 245. 

The treatment of singultus with pyramidon. H. Scuorr- 
MUELLER. Muenchen. med. Wchnschr., 1927, Ixxiv, 860. 

Postoperative non-diabetic acidosis. W. FICKENWIRTH. 
Zentralbl. f. Chir., 1927, liv, 1685. 

The intravenous injection of pilocarpin as a remedy for 
postoperative urinary retention. H. M. HtnrIcHSsEN. 
Deutsche med. Wchnschr., 1927, liii, 874. 

Postoperative acetonuria. W. Levy. Deutsche med. 
Wcehnschr., 1927, lii, 916. 

The treatment of postoperative pulmonary complica- 
tions, especially post-narcotic ether bronchitis by injections 
of ether. A. HERRMANN. Therap. d. Gegenw., 1927, Ixviii, 
197. 

The treatment of postoperative pulmonary complica- 
tions with autogenous blood. F. ScHwarz. Beitr. z. klin. 
Chir., 1927, cxl, 338. 


Postoperative psychoses. J. VoLKMANN. Fortschr. d. 
Med., 1927, xlv, 55. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


Is there any bactericidal agent which is excreted by the 
gall bladder? A study with special reference to the treat- 
ment of typhoid carriers. R. and R. 
Deutsche med. Wchnschr., 1927, liii, 750. 

The local use of vaccines (topovaccination). E. Faux. 
Zentralbl. f. Gynaek., 1927, li, 1398. 

The treatment of purulent infections with antivirus. 
P. Moritscn and R. Oprotzer. Wien. klin. Wchnschr., 
1927, xl, 585. 

Treatment with autogenous blood. ScHwarz. Zentralbl. 
f. Chir., 1927, liv, 1383. 

In justification of auto-blood therapy in surgery. H. 
ACHELIS. Deutsche Ztschr. f. Chir., 1927, cciii-cciv, 587. 

The action and use of certain agents for intravenous 
injection in pyogenic infections (collargol, trypaflavin, 
urotropin). T. BRUNNER. Fortschr. d. Therap., 1927, iii, 
349. 

Observations on Makai’s autopyotherapy. M. HavrA- 
NEK. Zentralbl. f. Chir., 1927, liv, 1683. 

The treatment of furunculosis. F. 
Wehnschr., 1927, vi, 1191. 

A new method of treatment for the acute spreading 
phlegmon. K. Mermincus. Zentralbl. f. Chir., 1927, liv, 
1986. 

The treatment of life-threatening phlegmons of the 
upper extremity. L. Perirz. Zentralbl. f. Chir., 1927, liv, 
1752. 

Histological changes following poisoning by viper and 
adder toxin. P. Mortiscu and M. BruMiix. Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1927, xl, 399. 

Metabolic changes in the healing of wounds. 5S. 
Kumanomipou. Arch. f. klin. Chir., 1927, cxlvi, 403. 

Studies on the resistance of infecting bacteria to chemical 
antiseptics in wounds. C. BRUNNER and W. SILBER- 
scHMipT. Beitr. z. klin. Chir., 1927, cxl, 1. 

The occurrence of tetanus in the Rhineland in peace 
times and its treatment. H. Bopewic. Beitr. z. klin. 
Chir., 1927, CXxxix, 430. 

Active immunization with tetanus toxoids. M. EIsLer. 
Wien. med. Wchnschr., 1927, Ixxvii, 760. 

Serum and operative prophylaxis of tetanus. B. Mos- 
BACHER. Arch. f. klin. Chir., 1927, cxlvi, 41. 


Lotscu. Klin. 


|_| 
Tl 
Ztscl 
Tr 
and 
TI 
Her 
Tl 
uru 
E: 
of 
Deu 
N 
1927 
T 
N 
E. 
T 
witl 
Don 
|. 
cciii 
E 
192 
N 
Det 
anc 
Ass 
I 
192 
lize 
192 
] 
cor 
19: 
eth 
ani 
22) 
d 
chi 
An 
H: 
mi 
: Lt 
Al 


BIBLIOGRAPHY OF CURRENT LITERATURE 


The treatment of tetanus. M. TscHeBuLL. Deutsche 
Ztschr. f. Chir., 1927, cci, 332. 

Trypaflavine in gonoccocal conditions. C. M. Matra 
and L. Catapr. Semana méd., 1927, xxxiv, 153. 

The treatment of erysipelas with manganese. P. 
Herszky. Therap. d. Gegenw., 1927, lxvi, 252. 

The physical and chemical ‘influence of “elmocid” on 
purulent processes. G. Scuipporeit. Deutsche Ztschr. 
f. Chir., 1927, cciii-cciv, 623. 

Experiences with “ Kupfer-Dermasan ” in the treatment 
of poorly healing conditions of the skin. O. EILErs. 
Deutsche med. Wchnschr., 1927, liii, 918. 

New therapeutic possibilities with “iodipin” and “iodi- 
pin-psicain.”” E, BETTMANN. Deutsche med. Wschnschr., 
1927, liii, 831. 

The treatment of fresh wounds with “perfibrin.” M. 
Lisowitz. Med. Klin., 1927, xxiii, ‘ 

New studies on the Albrecht-Ulzer halogen solution. 
E. Risak. Wien. klin. Wchnschr., 1927, xl, 778. 

The results of systematic irrigation of operative wounds 
with the halogen solution of Albrecht and Ulzer. 
Domantc. Zentralbl. f. Chir., 1927, liv, 1622. 

The effect of the galvanic current on hyperemia and 
healing. T. Diemer. Deutsche Ztschr. f. Chir., 1927, 
cciii-cciv, 575. 

Experimental studies of irradiation treatment for in- 
flammation. R. MITreERMAIER. Deutsche Ztschr. f. Chir., 
1927, Cciii-cciv, 557. 


Anesthesia 


Newer theories on anesthesia. H. SCHLOSSMANN. 
Deutsche med. Wchnschr., 1927, liii, 907. 

The federal control of anesthetics. S. PALKiN. Anes. 
and Anal., 1927, vi, 215. 

Anesthetic toxicity. V. E. HENpERsoN. Canadian M. 
Ass. J., 1927, xvii, 1158. 

Practical anesthetics in children. J. Birt. Lancet, 
1927, Ccxili, 743. 

The pharmacological action and administration of nebu- 
lized anesthetic vapors. J.G. E. Anes. and Anal., 
1927, vi, 238. 

Is ether the safe anesthetic which it has heretofore been 
considered to be? L. L. Sotomon. J. Med. Cincinnati, 
1927, Vili, 390. 

The adaptation of the heart to toxic concentrations of 
ether. McK. Catrett. Anes. and Anal., 1927, vi, 205. 

Percentages and true flow of gases for gas-oxygen 
anesthesia. R. V. Foreccer. Anes. and Anal., 1927, vi, 
225. 

A report on 200 nitrous oxide-oxygen anesthesias of 
children under ten years of age. A. Woop. Anes. and 
Anal., 1927, vi, 225, 238. 

Clinical experiences with ‘“somnifene” anzsthesia. 
HapDENFELDT. Zentralbl. f. Chir., 1927, liv, 1767. 

The technique of inducing twilight sleep with scopola- 
mine-ephedrine (Merck) for surgical procedures. F. 
Luprtz. Muenchen. med. Wchnschr., 1927, lxxiv, 966. 

“Dichloren” as a_ substitute for chloroform. P. 
AvBrecut. Arch. f. klin. Chir., 1927, cxlvi, 273. 


169 


Removal of the exhaled anesthetic gases. F. HOELSCHER. 
Zentralbl. f. Chir., 1927, liv, 1558. 

Carbon dioxide inhalations in surgery. A. Dz1ALoszyn- 
ski. Deutsche med. Wchnschr., 1927, liii, 716. 

Essentials of successful local anesthesia. B. H. Min- 
CHEW. South. M. J., 1927, xx, 774. 

Local anesthesia in eye, ear, nose, and throat work. 
F. L. Younc. U.S. Naval M. Bull., 1927, xxv, 879. 

Indications for intratracheal anesthesia. C.C. Stewart. 
Anes. and Anal., 1927, vi, 248. Canadian M. Ass. J., 
1927, xvii, 1182. 

The diagnostic value of paravertebral anesthesia. H. 
Kent. Zentralbl. f. Chir., 1927, liv, 1695. 

Permanent nerve disturbances resulting from spinal 
anesthesia. C. Lepoutre. Bull. et mém. Soc. nat. de 
chir., 1927, liii, 456. 

Permanent injuries following lumbar anesthesia in- 
duced with novocain-adrenalin solution. M. FRANKE. 
Deutsche Ztschr. f. Chir., 1927, ccii, 262. 

Sacral anesthesia. S. R. BeNepict. Internat. J. Med. 
& Surg., 1927, xl, 395. 

Experimental and clinical material for the study of 
rectal anesthesia induced with etherized oil. O. G. 
Katina. Monatsschr. f. Ohren., 1927, lxi, 301. 

One thousand cases of the rectal administration of iso- 
pral in preparation for anesthesia. V. E. MERTENS. 
Arch. f. klin. Chir., 1927, cxlvi, 26. 

Rectal anesthesia induced with avertin (E 107). Phar- 
macological section. F. Deutsche med. 
Wchnschr., 1927, liii, 710. 

The theory and practice of the induction of rectal 
anesthesia with E 107. M.KrrscHNeER. Muenchen. med. 
Wchnschr., 1927, lxxiv, 917. 

Rectal anesthesia induced with avertin, E 107. M. 
BorcHarpt. Deutsche med. Wchnschr., 1927, liii, goo. 

Rectal anesthesia induced with FE 107 (avertin). E. 
UNGER and H. Heuss. Med. Klin., 1927, xxiii, 634. 

Anesthesia induced with E 107. W. LOBENHOFFER. 
Muenchen. med. Wchnschr., 1927, lxxiv, 849. 

Clinical experiences with avertin (E 107). O. BuzEen- 
GEIGER. Deutsche med. Wchnschr., 1927, liii, 712. 

The pharmacological action of E 107. H. KILcian. 
Zentralbl. f. Chir., 1927, liv, 1997. 

Comparison of ‘ether anesthesia and rectal anesthesia 
induced with E 107 (avertin): personal experiences. M. 
Levy-Dorn. Med. Klin., 1927, xxiii, 871. 

Prevention of the after-affects of anasthesia. F. 
Hoetscuer. Zentralbl. f. Chir., 1927, liv, 1559. 

Death after anesthesia: status lymphaticus. J. AcomB. 
Brit. M. J., 1927, ii, 734. 


Surgical Instruments and Apparatus 


Catgut and iodized catgut. Storr and ABEL. Zentralbl. 
f. Chir., 1927, liv, 1795. 

Maintenance of sterility of catgut during operation. H. 
Bort. Zentralbl. f. Chir., 1927, liv, 1799. 

Some minor modifications of Harvey Cushing’s silver 
clip outfit. K. G. McKenzie. Surg., Gynec. & Obst., 
1927, xlv, 549. 


Int. 
ymph | 
doses 
J. M. 
[138] | 
f the | 
6. 
(138) 
ccxiii, 
REST, | 
other 
y the 
reat- 
EHN. 
ALK, 
irus. 
chr., 
albl. 
H. 
10us 
vin, 
iii, 
rRA- 
lin. 
ling 
liv, 
the 
liv, 
and 

ical 
ER- 
ace 
jin. 
ER. 
Os- 


170 


INTERNATIONAL ABSTRACT OF SURGERY 


PHYSICOCHEMICAL METHODS IN SURGERY 


Roentgenology 


Roentgenology as a science. P. R. CAsELtAs. Texas 
State J. M., 1927, xxiii, 406. 

Principles of roentgen technique for roentgenological 
technicians. R. FuERSTENAU, M. IMMELMANN, and J. 
SCHUETZE. 1927: Stuttgart, Enke. 

Exposures in radiography. W. J. G. Farrer. Brit. J. 
Radiol., 1927, xxxii, 368. 

The lay roentgen laboratory. I. S. TrostieR. Radiol. 
Rev. & Chicago Med. Rec., 1927, xlix, 375. 

Responsibilities of the roentgenologist. J. H. E>Monson. 
South. M. J., 1927, xx, 789. : ie 

The co-efficient of extinction of roentgen rays in various 
substances. J. A. SARALEGUI and F. VIERHELLER. Am. 
J. Roentgenol., 1927, xviii, 356. 

The physical and technical bases of roentgenotherapy. 
With dosage for mule and table by Holzknecht. J. S. 
Hirscu. 1927: Vienna, Springer. 

A comparative study of dosage technique in radiation 
therapy. J. L. WreatHERwAx. Am. J. Roentgenol., 
1927, XVili, 346. 

The method of action of the hard roentgen rays. W. 
Koose. Beitr. z. klin. Chir., 1927, cxxxix, 45. 

Methods of radiation therapy in dermatology. R. H. 
STEVENS. Radiology, 1927, ix, 269. 

Method of saturation in the roentgen treatment of deep 
malignant tumors. G. E. PrAHLer. Strahlentherapie, 
1927, XXV, 596. 

The problem of local or general action of the roentgen 
rays in carcinoma. O. JUENGLING. Beitr. z. klin. Chir., 
1927, CXXxix, 28. ; 

Experiences to date in the treatment of carcinoma by a 
combination of roentgen-ray irradiation and intravenous 
injections of glucose. E.G. Mayer. Wien. klin. Wchnschr., 
1926, XXxix, 170. . 

The value of intravenous injections of dextrose during 
radiation treatment of malignant disease. G. E. PFAHLER 
and B. P. Wipmann. J. Am. M. Ass., 1927, Ixxxix, 
1492. 
+The importance of vascular permeability in the ther- 
apeutic use of roentgen rays and radium in malignant 
disease. G. Peter. Am. J. Roentgenol., 1927, xviii, 


7. 
Demonstration of irradiated cases. L. HALBERSTAEDTER. 
Zentralbl. f. Chir., 1927, liv, 1304. 


Radium 


Radium surgery. A. Bayer. Strahlentherapie, 1927, 
XXv, 659. 

The radium treatment of extensive hemangiomata in 
infants. S. WiTHERs and J. R. Ranson. Am. J. Roent- 
genol., 1927, xviii, 326. 

Radium treatment of malignant tumors. G. RIEHL. 
Wien. klin. Wchnschr., 1926, xxxix, Special Supp. 1. 


Miscellaneous 


Use and abuse of physical therapeutics. F. B. GRANGER. 
J. Am. M. Ass., 1927, Ixxxix, 1194. 

Artificial light therapy. J. S. Courter. J. Lancet, 1927, 
xlvii, 480. 

The effects of ultraviolet light on solutions. A. D. Busu, 
E. L. Jackson, and A. W. Bett. Med. J. & Rec., 1927, 
CXXVi, 415. 

The quantitative absorption of ultraviolet light by the 
blood, plasma, and lipoids. R. SUHRMANN and W. Ko tatu. 
Med. Klin., 1927, xxiii, 872. 

Ultraviolet therapy in general practice. G.C. Stewart. 
J. Michigan State M. Soc., 1927, xxvi, 614. 

The bactericidal action of ultraviolet rays. A. Emrnow. 
Strahlentherapie, 1927, xxv, 730. 

The antirachitic activity of ultraviolet radiations. A. F’. 
Hess and W. T. ANDERSON, JR. J. Am. M. Ass., 1927, Ixxxix, 
1222. 

Ultraviolet radiation in the treatment of herpes. M. 
WEINBREN. Lancet, 1927, ccxiii, 865. 

The use of external heat. R. PEMBERTON, T. H. WEISEN- 
BuRG, A. B. Grit, and J. F. ScuamBerc. J. Am. M. Ass., 
1927, Ixxxix, 1243. 

An experimental study of diathermy. I. The measure- 
ment of lung temperature. C. A. L. BincER and R. V. 
Curistig. J. Exper. Med., 1927, xlvi, 571. 

An experimental study of diathermy. II. The conditions 
necessary for the production of local heat in the lungs. 
C. A. L. Brncer and R. V. Curistie. J. Exper. Med., 
1927, xlvi, 585. 

An experimental study of diathermy. III. The tempera- 
ture of the circulating blood. C. A. L. Bincer and R. V. 
Curistie. J. Exper. Med., 1927, xlvi, 595. 

Thermocauterization of malignant growths: the use of 
the direct acetylene flame as a destructive agent. W. H. 
Kennepy and H. Row. Radiology, 1927, ix, 304. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Pilonidal sinus. H. M. Hayter. Virginia M. Month., 
1927, liv, 447. ‘ 

A deep lipoma of the forearm. F. Scuutte. Med. Klin., 
1927, xxiii, 679. 

Subcutaneous fibroid syphiloma. C. R. Lane. Lancet, 
1927, ccxili, 755. 

The treatment of varicose ulcer of the leg. LippMANN. 
Deutsche med. Wchnschr., 1927, liii, 839. 

Tannic acid treatment of varicose ulcers. W. D. CaRREL. 
Illinois M. J., 1927, lii, 335. ; 

Ambulatory treatment of varicose ulcers. J. DEVANE. 
Lancet, 1927, ccxiii, 864. 


A case of rodent ulcer cured by injections of selenium. 
R. P. Guosu. Indian M. Gaz., 1927, xii, 568. 

An analysis of 337 cases of oriental sore treated by vari- 
ous methods. P. V. KaRAMCHANDANI. Indian M. Gaz., 
1927, lxii, 558. 

Gas gangrene following erysipelas. K. Marcuse. 
Zentralbl. f. Chir., 1927, liv, 1867. 

Spontaneous gangrene of the extremities. D. Lewis. 
Arch. Surg., 1927, xv, 613. [140] 

Gangrene of the extremities. F. NEUGEBAUER. Zen- 
tralbl. f. Chir., 1927, liv, 1366. 

A case of gangrene of the leg and arm. W. BRoApDBENT. 
Proc. Roy. Soc. Med., Lond., 1927, xx, 1821. 

An address on spontaneous gangrene of the extremities. 
D. Lewis. Canadian M. Ass. J., 1927, xvii, 1125. 


Mt 
cexiii 
Sul 


Ay 
Th 
of dia 
1300. 
Sui 
: diabe 
Fu 
LA. 
Med. 
Th 
SPECI 
Sor 
1927, 
Ca 
Ca 
Na 
Ca 
M. & 
Th 
C.L1 
forse 
Ne 
Erge 
Ca 
Ztscl 
Ti 
Kor} 
Ca 
Co 
in ar 
tissu 
TI 
tum¢ 
cexii 
Ay 
M. J 
So 
repo. 
tane 
: 1927 
Tl 
miss 
Par 
Ce 
: 1490 
G. A 
1927 
Al 
‘ man 
xci, 
TI 
follo 
fluer 
gical 
Chi 
T 
Her 
uC 


BIBLIOGRAPHY OF CURRENT LITERATURE 


A patient with ergot gangrene. P. Carrier. Ztschr. f. 
Geburtsh. u. Gynaek., 1927, xci, 175. 

The administration of too much insulin in surgical cases 
of diabetes. M. RosENBERG. Zentralbl. f. Chir., 1927, liv, 
1300. 

Suitable and unsuitable types of medical therapy for 
diabetes in the presence of surgical complications. H. 
Baur. Zentralbl. f. Chir., 1927, liv, 1515. 

Further experiences in the surgical treatment of diabetes. 
J. A. Goryantrzkt and N. N. Smirnowa. Ztschr. f. klin. 
Med., 1927, cv, 661. 

Multiple new growths. J. A. Murray. Lancet, 1927, 
ccxiii, 800. 

Subungual melanoma: Hutchinson’s melanotic whitlow. 
XN. A. Womack. Arch. Surg., 1927, xv, 667. {140 

The primary malignant subungual melanoblastoma. K. 
SpecHT. Deutsche Ztschr. f. Chir., 1927, ccii, 390. 

Some notes on cancer. W. Meyer. Med. J. & Rec.. 
1927, CxXxvi, 496. 

Cancer and the medical profession. J. M. Birnie. 
Boston M. & S. J., 1927, cxevii, 552. 

Cancer and the public. R. W. Ketso. Boston M. & S. 
J., 1927, cxevii, 553. 

National aspects of the cancer problem. G. A. Soper. 
Boston M. & S. J., 1927, cxcvii, 554. 

Cancer and public dependents. J. H. Nicuots. Boston 
M. & S. J., 1927, cxcvii, 557. 

The present status of studies on the etiology of cancer. 
C. Lewin. Ergebn. d. Hyg., Bakteriol., Immunitaets- 
forsch., 1927, Vili, 513. 

New theories as to the cause of cancer. W. KooseE. 
Ergebn. d. Chir. u. Orthop., 1927, xx, 547. 

Cancer: experimental and clinical. G. DorDERLEIN. 
Ztschr. £. Geburtsh. u. Gynaek., 1927, xci, 459. 

Tissue changes following the application of tar. A. 
Korenyi. Arch. f. path. Anat., 1927, cclxiv, 383. 

Carcinoma with epithelium not found in the region. 
C. PLeNGE. Arch. f. path. Anat., 1927, cclxiv, 370. 

Contribution on experimental transplantation of tumors 
in animals: studies with tumor filtrates and dried tumor 
tissue. E. HaaGen. Klin. Wchnschr., 1927, vi, 1272. 

The bionomics of animal reproduction in relation to 
tumors and cancers. Sir J. BLAND-SuTTon. Lancet, 1927, 
cexiii, 741. 

Apparent infectivity of cancer. J. MacLrop. Brit. 
M. J., 1927, ii, 504. 

Some observations in the nature of cancer. Preliminary 
teport. Studies in the incidence and inheritability of spon- 
tancous tumors in mice. M. Stye. J. Cancer Research, 
1927, xi, 135. {141] 

The histology and cytology of experimental trans- 
missible mouse cancer. J. Kocu. Zentralbl. f. Bakt., 
Parasit. u. Infectionskrankh., 1926, xcvii, 181. 

Cancer hair. S. Simon. Zentralbl. f. Gynaek., 1927, li, 
1496. 

Cancer death rates which allow for age, sex and residence. 
G. A. Soper. J. Cancer Research, 1927, xi, 158. 

Cancer clinics. W. T. Hopkins. Boston M. & S. J., 
1927, Cxcvii, 556. 

Animal experiments and the early diagnosis of cancer in 
man. R. Meyer. Ztschr. f. Geburtsh. u. Gynaek., 1927, 
xci, 464. 

The changes in the histological structure of a cancer 
following section of its sensory nerve supply, and the in- 
fluence of this neurotomy on the course of various patholo- 
gical processes. N. N. Ssoxotow. Deutsche Ztschr. f. 
Chir., 1927, ccii, 270. [142] 

The basal metabolism in patients with carcinoma. A. 
Hernpi and R. TRAUNER. Mitt. a. d. Grenzgeb. d. Med. 
u. Chir., 1927, xl, 416. 


The clinical value of the Davis cancer reaction. W. E. 
JoLkwer and W. J. Matscuan. Arch. f. klin. Chir., 1927, 
cxlvi, 593. 

Cancer; its curability and prevention. O. TEUTSCHLAEN- 
der. 1927: Heidelberg, Grossberger. 

The biological treatment of carcinoma. A. THEILHABER. 
Muenchen, med. Wchnschr., 1927, Ixxiv, 1087. 

The treatment of malignant tumors with “tumorzidin.” 
S. Oxonoci. Tr. Japan. path. Soc. Tokio, 1925, xv, 298. 

Methods and indications for the treatment of skin 
cancer. R. WERNER. Urol. & Cutan. Rev., 1927, xxxi, 
634. 

The preparation of colloidal lead for therapeutic use. 
H.Q. Wooparp. Ann. Surg., 1927, Ixxxvi, 607. 

Combined radiation and lead therapy. F. 

. Am. M. Ass., 1927, Ixxxix, 1216. 

Colloidal lead and irradiation in cancer therapy. H. J. 
Uttmann. J. Am. M. Ass., 1927, Ixxxix, 1218. [142] 

Epithelioid carcinoma of the skin. M. M. Roxanp. 
South. M. J., 1927, xx, 704. 

. Melanosarcoma. G. Gatrer. Zentralbl. f. Gynaek., 1927, 
1, 1318. 

Fractionation of the Rous chicken sarcoma. K.SuGriurA 

and S. R. Benepict. J. Cancer Research, 1927, xi, 164. 


General Bacterial, Protozoan, and Parasitic 
Infections 


Postangina sepsis or bacteremia. 
Zentralbl. f. Chir., 1927, liv, 1363. 

Variations in the Scours type of bacillus coli from the 
standpoint of bacteriophagic action. J. B. NEtson. J. 
Exper. Med., 1927, xlvi, 549. 

Bovine tuberculosis and its relation the man. A. S. 
ANDERSON. Minnesota Med., 1927, x, 608. 

The relation of monocytes and clasmatocytes to early 
infection in rabbits with bovine tubercle bacilli. F. R. 
SaBIN and C. A. Doan. J. Exper. Med., 1927, xlvi, 627. 

A traumatic hematoma infected with bacillus welchii. 
I. C. Hay. J. Am. M. Ass., 1927, Ixxxix, 1241. 

The soluble specific substance of Friedlaender’s bacillus. 
III. On the isolation and properties of the specific carbohy- 
drates from Types A and C Friedlaender bacillus. W. F. 
GorBet and O. T. Avery. J. Exper. Med., 1927, xlvi, 

The pathogenicity of the bacillus botulinus. A. J. 
HINKLEMAN. Med. J. & Rec., 1927, cxxvi, 406. 

Report of a case of tularemia. W. H. Livermore. 
J. Oklahoma State M. Ass., 1927, xx, 286. 

Studies on a paratyphoid infection in guinea pigs. III. 
A second type of salmonella naturally appearing in the 
endemic stage. J. B. Netson. J. Exper. Med., 1927, xlvi, 


L. DRUENER. 


541. 

Microbic virulence and host susceptibility in paratyphoid- 
enteritidis infection of white mice. XII. The effect of 
diet on host resistance. Further studies. I. W. PRITCHETT. 
J. Exper. Med., 1927, xlvi, 557. 

Icterohemorrhagic spirochetosis. U. Carpi. Riforma 
med., 1927, xliii, 700. 

Immunization against streptococci and staphylococci: 
an experimental study. W. Lorne. Arch. f. klin. Chir., 
1927, cxlvi, 301. 

Epidemiological aspects of the recent poliomyelitis out- 
break in Fort Worth, Texas. J. H. Croucn. Texas State 
J. M., 1927, xxiii, 414. 

The clinical aspect of the recent outbreak of anterior 
poliomyelitis in Fort Worth, Texas. C.O. TeRRELL. Texas 
State J. M., 1927, xxiii, 416. 

Experiences with local vaccine treatment. J. BAUMANN. 
Zentralbl. f. Chir., 1927, liv, 1866. 


1927, 
ta in 
oent- 
IEHL, 
NIGER. 
[Q27, 
SUSH, 
1927, 
y the 
ATH, 
NOW. 
A. 
XXiX, 
M. 
SEN- 
Ass., 
sure- 
ions 
ngs. 
fed., 
era- 
e of 
um. 
ari- 
az., 
ISE. 
VIS. 
40) 
en- 
NT. | 
ies. 


172 


Isolation of an organism from the blood which resembles 
the pathogenic yeasts and molds, with a discussion of the 
diseases caused by the latter. L. E. Bourn. Rhode 
Island M. J., 1927, X, 151. 

An outbreak of sporotrichosis among South African 
native miners. A. P1yper and B. D. PULLINGER. Lancet, 
1927, CCXiii, 914. 

Actinomycosis of the lungs and suprarenals. J. T. 
Curistison and M. Warwick. J. Am. M. Ass., 1927, 
Ixxxix, 1043. 


Ductless Glands 


Secondary sex characteristics and the gonads. W. R. 
CuynowetH. Am. J. Surg., 1927, iii, 321. 

The diagnosis of disturbances of the endocrine glands. 
W. Wotr. Med. J. & Rec., 1927, cxxvi, 417. 


Surgical Pathology and Diagnosis 


Certain general factors in reparative processes and their 
significance in surgical pathology. M. J. Lorin-Epstein. 
Arch. f. klin. Chir., 1927, cxliv, 632. 

A new method for the rapid miscroscopical diagnosis of 
tumors. L. S$. DupGeon and C. V. Patrick. Brit. J. 
Surg., 1927, XV, 250. [142] 


INTERNATIONAL ABSTRACT OF SURGERY 


The vascular patterns of tumors. W. H. Lewis. Bull. 
Johns Hopkins Hosp., Balt., 1927, xli, 156. {143} 

Studies on the action of turpentine abscesses. H, 
Wenpt and F. Weyraucu. Ztschr. f. klin. Med., 1927, 
cv, 736. 


Experimental Surgery 


Experimental studies on chemical inflammation in white 
mice. E. Giass and E. Krurcer. Deutsche Ztschr. 
Chir., 1927, ccii, 241. 

On the behavior of granulating wounds of the rabbit to 
various types of infection. C. R. L. Hatiey, A. M. 
Cuesney, and I. Dreset. Bull. Johns Hopkins Hosp., 
Balt., 1927, xli, 191. 


Hospitals; Medical Education and History 


Theoretical and practical bases of operating room il- 
lumination. E. HELLER and L. SCHNEIDER. Beitr. z. klin. 
Chir., 1927, cxxxix, 569. 

The organization and orderly management of the oper- 
ating room. M. Kappis. 1927: Leipzig, Thieme. 

Operating and delivery rooms, organization and manage- 
ment. W. BentHin. Deutsche med. Wchnschr., 1927, 
liii, 433. 486, 574, 653, 833, 875. 


